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ABSTRACT
THE DEVELOPMENT OF A SURVEY INSTRUMENT TO ASSESS RACIAL AND
CULTURAL INCLUSIVENESS: A CASE STUDY OF STAFF
by
Jolene Rios
July, 2021
Background:
The hierarchy of the medical system and its lack of racial and cultural
inclusiveness has created systematically inequitable healthcare with direct outcomes to
health disparities. Inequitable non-inclusive healthcare perpetuated and negatively
impacted health disparities among minorities and has been a major preventable public
health problem. Research studies have established a correlation between racism and
various adverse health outcomes, including higher mortality, lower rates of cancer
screening, elevated blood pressure, higher C-reactive protein levels, substance use, and
mental health conditions (Shavers et al, 2012). Measuring exposure to racism has been
essential to establishing racism’s influence on equitable, inclusive healthcare and
continues to be a research challenge.
Objective
To develop a tool for a Federally Qualified Healthcare Center (FQHC),
Community Health of Central Washington, to assess racial and cultural inclusiveness
within their organization.
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Research Question:
This study aimed to answer the research questions: what are employee
perceptions of racial and cultural inclusiveness within Community Health of Central
Washington? How can these perceptions inform a customized survey instrument to
measure racial and cultural inclusiveness in an FQHC organization?
Study Design:
A mixed-methods study of healthcare workers qualitatively gathered and analyzed
data from 28 individual interviews of healthcare workers to inform and design a survey
instrument to quantitatively measure cultural/racial inclusiveness within an FQHC
setting. Four coders analyzed and gleaned interpretations from transcripts using the
grounded theory approach.
Results:
Individual interviews identified five themes of racial and cultural inclusiveness
from healthcare workers' collective experiences and perceptions. First, racism was a
detractor in the healthcare setting and presented itself in many forms. Secondly, the
ambiguity of policy surrounding racism detracted from transparent processes and
procedures for addressing racism. Thirdly, cultural humility supported racial and cultural
inclusion. Fourth, equity and language access have been critical to inclusive racial and
cultural healthcare; lastly, empowerment and safety encouraged racial and cultural
inclusiveness in a healthcare setting. The researcher used qualitative data from this study
to develop a customized survey instrument.
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CHAPTER 1
INTRODUCTION

“Of all forms of inequity, injustice in healthcare is the most shocking and inhumane.’’
Martin Luther King Jr., March 25, 1966

The killing of George Floyd by Minneapolis, Minnesota police officers during an
arrest on May 25, 2020, ignited the nation in anti-racism protests, demanding the
dismantlement and abolishment of structural systems of racism (Blue, 2020). The
consequent events forced the United States to confront systemic racism and inequities
that plagued many aspects of society. George Floyd’s murder elevated the phrase “I can't
breathe” to a protest chant for those fighting against structural racism worldwide. The
social justice movement, led by community outrage, prompted many organizations to
examine their practices and identified systemic racism embedded within structural
systems and policies.
For the purposes of consistency, a glossary of definitions is included in Appendix
A for key terms throughout this paper. Racism (Please refer to Appendix A) has existed
on multiple levels within society and has required the combination of prejudice, power,
access, and privilege to continue (Griffith et al., 2007). Structural racism, often labeled
institutional racism, has been defined as the differential access to goods, services, and
opportunities in society based solely on race (Jones, 2000). Institutional racism has been
built into the structures of society, including healthcare systems, and has manifested as
unequal access to both resources and power. Resources and power have presented in
1

various forms within the healthcare structure; resources often have meant access to
affordable and competent healthcare, and power has sometimes manifested as the
availability of healthcare information and knowledge in one’s primary language; some
investigators believe race-associated differences in health outcomes have been because of
racism and systemic structures (Jones, 2000).
Social justice in healthcare conceptualized that all individuals are entitled to a fair
and just relationship with society (American Public Health Association, 2020). The
recent resurgence and increased awareness of social justice ideals in society, driven by
the anti-racist protests which erupted after George Floyd’s murder, have prompted the
examination of social justice in healthcare systems and created a window of opportunity
for direct conversations about racism (Community Health of Central Washington, 2020).
Applying social justice philosophies to healthcare has created more equitable and
empowered healthcare organizations and allowed sustained race and culture inclusive
care models. Social justice ideals empowered health care providers to understand and
recognize social justice’s prominent role in health care organizations (American Public
Health Association, 2020). Social justice in healthcare has allowed individuals to achieve
their highest level of health, live their healthiest lives possible, and removed obstacles
such as poverty, discrimination, and consequences (Braveman et al., 2017). The
healthcare safety net itself, by definition, should carry out these constructs of social
justice, equity, and inclusion; however, these themes will be explored through this thesis
paper to examine how the healthcare system has implemented created systems beyond the
safety net to improve social justice in healthcare.
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Federally Qualified Health Centers Background
The Health Resources & Services Administration identified Federally Qualified
Health Centers (FQHC) as federally funded non-profit community health centers. They
have included nationwide clinics funded through the Health Resources and Services
Administration. These clinics have historically delivered coordinated, comprehensive
primary, oral health, behavioral health, preventative care, and many other wrap-around
services to medically underserved populations regardless of an individual’s ability to pay
(Health Resources & Services Administration, 2020). FQHC patients often have limited
or restricted access to the health care system due to, among other things, being
underinsured, uninsured, low-income, migrant workers, or homeless. FQHCs have
played an essential role in the healthcare system, and without FQHCs, many individuals
would likely not have been able to access or pay for healthcare and would have forced
many to go without services. FQHCs have provided care to 30 million people across the
country, including 1 million agriculture workers, one-in-three individuals living in
poverty, and one in five uninsured persons (Health Resources & Services Administration,
2020).
FQHCs provide comprehensive healthcare services to underserved areas or
populations and received funding under Section 330 of the Public Health Service Act
(PHS) (FQHC.org, 2020). To qualify as an FQHC, a health center must have met specific
criteria: serve a medically underserved area or population, offer a sliding fee scale based
on the patient’s ability to pay, and be governed by a board of directors that included
members who were also patients that received care at the health center. FQHCs
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traditionally have received funding through various sources; patient services revenue,
federal grants, and Medicaid have been the largest source of health center revenue. Grant
dollars subsidized non-billable services or services provided to uninsured patients.
However, FQHCs must first use services revenue (Health Resources & Services
Administration, 2020).
FQHC organizations have provided services to diverse communities and
cultivated an equitable, inclusive healthcare environment that has been vital for
improving the health disparities of the populations served (Health Resources & Services
Administration, 2020). People employed in these centers must understand and
incorporate racial and cultural inclusiveness to ensure that these facilities treat people
with respect and feel welcomed and included in their healthcare.
Racial and cultural inclusiveness within healthcare has embodied an environment
where all people feel socially, emotionally, and physically safe and enabled to be
themselves and to ask for what they need without fear; culturally inclusive healthcare
institutions have supported and facilitated service providers to relate to all cultures
(Malatzky, Shaburdin, & Bourke, 2020). Creating environments that advance racial and
cultural inclusiveness within FQHC organizations has been especially important because
FQHC systems serve diverse communities who disproportionately face disparities in
access, quality, and health outcomes despite the efforts of FQHC health systems
(Anderson, 2021). In fact, in Washington State, FQHCs serve a total of 1,203,101
patients, with nearly 54% self-identifying as a racial or ethnic minority, and 1-in-5
patients (20.94%) who are best served in a language other than English. For this reason,
FQHCs represent an optimal system within which to investigate and assess inclusive care
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to better address population health outcomes among diverse patient communities (Bureau
of Primary Health Care, 2020).
Instruments that have measured racial and cultural inclusiveness within FQHC
health systems have been crucial. Still, based on this researcher’s knowledge, they have
been underdeveloped, necessitating additional efforts to ensure that programs have met
the needs of the diverse communities served.
Community Health of Central Washington (2020) an FQHC in Central
Washington, serves approximately 28,000 patients, including over 10,000 patients
reporting a race or ethnicity other than white. In 2020, Community Health of Central
Washington drafted a Statement on Diversity, Equity, and Inclusion which stated that the
organization is “committed to dismantling institutionalized racism and addressing”
disparaging policies. Community Health of Central Washington acknowledged
systemically racist structures within their institution and sought independent assessment
to measure staff members' perceptions of social justice.
Cultural competence in healthcare has respected diversity in the patient
population and cultural factors that may have affected health and healthcare, such as
language, communication styles, beliefs, attitudes, and behaviors (Steeleman et al.,
2015). Competency and literacy in diversity, inclusiveness, and equity have been
encouraged through social justice (Breunig, 2019). Institutional healthcare structures
have created social justice through racially/culturally competent equitable and inclusive
healthcare that recognized that everyone should experience optimal health regardless of
race or ethnic group. Healthcare equity demanded dismantling intentional and nonintentional systemic discrimination embedded in institutions irrespective of a conscious
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intent to discriminate. Social justice in healthcare created critical national concern, and
healthcare equity required healthcare organizations to address existing inequitable and
non-inclusive healthcare systems (Braveman et al., 2011).
Health-related economic costs have often been higher among minority racial and
ethnic groups than among whites. Poorer health and earlier death, and health inequity
among these populations contributed to these disproportionate economic costs. Higher
levels of chronic disease and self-reported poorer health among African Americans and
Hispanics increased the cost to public and private insurers by an estimated 24 billion in
2009 (Waidmann 2009). Historically, the healthcare system neglected to provide
equitable care to all its clients and reviewing the history of race and medicine has
concluded that racism has been at least partially responsible (Griffith et al., 2007).
Equitable and inclusive healthcare reduced health disparities for marginalized,
minority populations and critically impacted creating organizational structures that
valued diversity (Breunig, 2019). Health equity also positively affection reducing health
cost burden, the excess burden that occurred from certain groups experiencing disparate
levels of health (Baciu et al., 2017).
Developing an instrument that measures and analyzes Community Health of
Central Washington’s equity and inclusion efforts in marginalized racial and ethnic
groups may be helpful to address gaps in the current organizational practices and policies
and detect deficiencies. This research study outlined measures designed to identify
feedback and elicited data that provided an informed and meaningful survey instrument
for Community Health of Central Washington to utilize as a metric for healthcare equity
and inclusiveness and identify growth opportunities for all employees.
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Research Aims and Questions
The purpose of this study was to explore perceptions of racial and cultural
inclusiveness of employees of Community Health of Central Washington to shape and
inform the development of a survey instrument to measure racial and cultural
inclusiveness in a healthcare setting. The data collected identified the healthcare workers'
perceptions of racial and cultural inclusiveness. Once collected, the researcher analyzed
qualitative data, which informed a quantitative survey instrument and helped create a
valuable metric for Community Health of Central Washington. Rigorous research
methods examined racial and cultural inclusiveness perceptions to shape and inform a
survey instrument customized to Community Health of Central Washington’s needs.
The research questions that this study aimed to answer included:
1. How do employee perceptions of racial and cultural inclusiveness within
Community Health of Central Washington differ? And
2. How should these perceptions be used to inform a customized survey instrument
to measure racial and cultural inclusiveness in a QHC organization?
Theoretical Framework for the Study
Camara Phyllis Jones (2000), , presented a theoretical framework for
understanding racism in “Levels of Racism: A Theoretic Framework and a Gardener’s
Tale” offered “three levels of racism: institutionalized, personally mediated, and
internalized” .While this research study primarily addressed systemic or institutionalized
racism, the three levels of racism presented in this theoretical framework of racism relate
to one another, and the perpetuation of any of the forms of racism influenced the other
7

forms. The theoretical framework explained that racism existed on levels beginning with
institutionalized racism. This framework defined institutionalized racism as a difference
in race's access to goods, services, and opportunities within society. Institutionalized
racism has been normative, “sometimes legalized”, and frequently manifested as an
inherited disadvantage. Institutional racism has been structural, constructed within our
institutions' customs, practices, and legal systems. Institutional Systems, such as
healthcare, have racism embedded within, which created difficulty identifying
perpetrators of institutional racism. Examples of institutional racism in healthcare
systems often have included unequal access to quality, affordable healthcare, and unequal
power dynamics that included the inability to receive healthcare guidance in one’s
primary language. Institutional racism created structural barriers, unearned privilege, and
inaction in the face of need (Jones, 2000).
The second level of racism, “personal mediated racism,” included prejudice and
discrimination towards others according to their race (Jones, 2000). Prejudice means
assuming different abilities, motives, or intentions of others because of their race.
Personal mediated racism can be intentional or include committing a racist act such as
being overly vigilant due solely to someone’s race or omitting an action, such as failure
to offer service to someone because of their race.
This framework defined the third level of racism, “internalized racism,” as the
phenomenon of members of stigmatized races accepting “negative messages about their
abilities and intrinsic” value. The failure to believe in others who look like them and
believe in themselves because of their race has been characteristic of internalized racism.
It involved accepting “limitations to one’s own full humanity,” including one’s ability to
8

achieve one’s dreams and expectations. Often this form of racism manifested as an
“embracing of whiteness” in appearances such as stratification by skin tone within
communities of color or a preference for straight hair over textured hair. Internalized
racism also presented itself as self-devaluation, such as negative racial slurs against one’s
race, helplessness, and hopelessness in the forms of risky health behaviors and dropping
out of school.
This framework also stated that institutionalized racism had been the most
fundamental of the three levels of racism (Jones, 2000). Institutionalized racism must
therefore be acknowledged and dismantled for an essential change in racism to occur.
Finally, this framework provided the insight that once society addresses institutionalized
racism, the other levels of racism may cure themselves over time.
The concepts of three levels of racism assisted the researcher in understanding
how racism existed in society at different levels and how various forms of racism
influenced each other. The theoretical framework also created a conceptual framework to
help validate the importance of understanding racial and cultural inclusiveness within
healthcare systems.
This project built a profound and in-depth perspective of racial and cultural
inclusive healthcare using data obtained through personal interviews of healthcare
workers to explore their lived experiences. The study benefited the healthcare profession
by broadening and deepening understanding of the meaning of racial and cultural
inclusive healthcare. Namely, healthcare professionals, public health professionals, and
policymakers may better understand how to integrate and measure racial and cultural
inclusiveness in healthcare using a survey instrument. Furthermore, this project aims to
9

increase understanding of racial and cultural inclusive healthcare. The data from this
study contributed to existing literature so that racially and culturally inclusive healthcare
was better understood and integrated to support healthcare by having a broader and more
authentic understanding of racially and culturally inclusive healthcare.
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CHAPTER 2
LITERATURE REVIEW

Comprehensively reviewing the current literature to understand the consequences
and the impact of racism on race-associated health outcomes provided critical knowledge
to develop a survey instrument to measure racial and cultural inclusiveness. The literature
helped define how racism manifested in healthcare and its influence on healthcare
outcomes of marginalized groups. This chapter discussed the literature relevant to the
central questions of this study.
The theoretical framework presented in chapter 1 discussed three levels of racism
and how racism, not race, has driven healthcare disparities among marginalized groups.
The theoretical framework determined institutional racism to be the most fundamental of
the three tiers of racism to address (Jones, 2000). The literature review in this chapter
examined the inequitable distribution of healthcare disparities in our society, how they
are experienced through chronic and non-chronic health conditions, and how healthcare
systems contributed to health disparities.
Background of Race-Based Inequities in Healthcare
Public health research illustrated that racism fundamentally determined health
outcomes and disparities for people of color. Racist policy and practice have also been
integral to the historical formation of the current healthcare system, which has
historically experienced racial injustices of unequal access to health care and the
segregation of medical facilities. Throughout the 19th and 20th centuries, the US medical
system believed that distinct biological and genetic human races existed. For centuries,
pseudo-scientific articles reinforced these theories in the medical literature. Racial
11

differences were presumed to be based on physical traits, such as skin color, facial
features, hair texture, and supported that darker-skinned immigrants of other nationalities
were biologically and intellectually inferior. African Americans, southern and eastern
Europeans, and Chinese were labeled as inferior and susceptible to disease (Griffith et al.,
2007).
The US healthcare system historically segregated patients by race and class. It
was legal and often customary throughout the 19th and 20th centuries for hospitals to
refuse treatment to African Americans. African Americans who received hospital
treatment were frequently housed separately in inferior basement wards and other underfunded and often overcrowded facilities and faced considerable discrimination by
medical and health professionals who provided their healthcare. The idea that people of
color were inherently inferior was created to give and justify substandard treatment to
non-whites. This illustrates how the healthcare system institutionalized racism within its
structures. The history of racism in healthcare explained that healthcare disparities have
been rooted in organizational and institutional structures and practices and are not an
isolated or recent development. Healthcare institutional racist policies embedded racial
inequities and entrenched these inequities in the healthcare system; the extent and
severity of this issue supported that healthcare disparities have not simply resulted from
individual healthcare providers’ misbehavior or miseducation. Racist structures in
healthcare systems reflected the living legacy of healthcare’s history of racial
discrimination and its many tragic consequences (Griffith et al., 2007).
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Race-Based Health Disparities
Inequitable non-inclusive healthcare perpetuated and negatively impacted health
disparities among minority groups and has created significant preventable public health
problems. The National Heart, Lung, and Blood Institute described “health disparities as
differences in incidence, prevalence, mortality, the burden of diseases, and other adverse
health conditions that have occurred among specific population groups” (National
Institute of Health, 2002). Minority populations, including African Americans,
Hispanics/Latinxs, Native Americans, Asians, and Pacific Islanders, have experienced
poorer health outcomes in chronic diseases such as “cardiovascular disease, diabetes,
asthma, cancer, and HIV/AIDS” (Thomas, 2014). Cardiovascular disease has been a
leading cause of mortality in all races, and African Americans have experienced heart
disease at disproportionately higher rates. In 2010, studies confirmed that African
Americans experienced a 30% greater possibility of dying prematurely from heart disease
than their white counterparts (Baciu et al., 2017).
The burden of disease has been experienced at a higher rate in all minority
groups, with the most disproportionate group being Native Americans who have
experienced greater risk and greater rates of chronic diseases when compared to other
racial and ethnic groups (Baciu et al., 2017). In some American Indian/Alaska Native
communities, over 50% of adults have been diagnosed with type 2 diabetes. Studies have
shown that American Indians and Alaska Natives are 177% more likely to die from
diabetes (National Indian Health Board, 2019, Diabetes in Indian County). Inequitable,
non-inclusive healthcare resulted in a disparity of health outcomes for minorities whose
populations already have suffered disproportionately poorer health outcomes, which
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inequitable, non-inclusive healthcare systems exasperated and further harmed these
marginalized populations' health. (Thomas, 2014).
Disproportionate health disparities among minority populations have included
chronic and non-chronic diseases; minority groups have experienced health inequities in
many different areas of health, including pregnancy. The disproportionate prevalence of
gestational diabetes in Native American populations has adversely affected pregnancy
and birth outcomes in Native Americans. Gestational diabetes has escalated to epidemic
proportions and has been shown to disproportionately affect Native Americans at a rate
approximately two times the national average. Research data established that American
Indians and Alaska Natives have had a high prevalence of diabetes. The high prevalence
of diabetes has contributed to an increased rate of gestational diabetes among American
Indian/Alaska Native populations Women (National Indian Health Board, 2019).
The disproportionate rate of diabetes in American Indian/Alaska Native
populations has translated to an increased prevalence of gestational diabetes among
pregnant American Indian/Alaska Native Women. Gestational diabetes has been shown
to be associated with a multitude of pregnancy complications and has adversely affected
maternal and infant health. According to data from the North Portland Area Indian Health
Board, American Indian and Alaska Native women have experienced the highest rates of
life-threatening maternal health complications nationwide (North Portland Area Indian
Health Board, Health Profile, Washington Maternal Child Health 2014).
Compared to Non-Hispanic White (NHW) Women, studies have shown that a
lower percentage of American Indian/Alaska Native women reported beginning prenatal
care during the early stages of their pregnancy. Data collected from Washington state in
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2010-2012 documented that 69.4% of American Indian/Alaska Native women began
prenatal healthcare in the first trimester of pregnancy, whereas 83% of NHW Women
initiated prenatal healthcare during the first trimester of pregnancy (North Portland Area
Indian Health Board, Health Profile, Washington Maternal Child Health, 2014).
Data collected has also found that American Indian/Alaska Native women have
had a reduced probability of receiving adequate prenatal care than NHW women. For the
purposes of the data reported by the North Portland Area Indian Board, adequate prenatal
care was defined as attendance of 80% or more of prenatal visits (North Portland Area
Indian Health Board, Health Profile, Washington Maternal Child Health, 2014). The data
documented that 71.6% of NHW Women received adequate prenatal care while only
61.1% of American Indian/Alaska Native women reported adequate prenatal care (North
Portland Area Indian Health Board, Health Profile, Washington Maternal Child Health,
2014). This data also concluded that American Indian/Alaskan Native women were
nearly three times more likely not to have sought prenatal care during pregnancy than
NHW Women (North Portland Area Indian Health Board, Health Profile, Washington
Maternal Child Health, 2014).
Delayed or absence of prenatal care has impacted gestational diabetes diagnosis
and negatively affected maternal health and pregnancy outcomes. Racial and ethnic
minorities disproportionately represented populations that have experienced poorer health
outcomes for chronic and non-chronic health disparities. Inequitable, non-inclusive
healthcare has further impacted health disparities and unfavorably impacted already
marginalized minority populations.
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The Effect of Racism on Healthcare
The literature review also addressed reasons why identifying and measuring
institutionalized racism has been challenging. This review also discussed how the lack of
known measurements of racism has created a gap in the literature and required further
research to lay the groundwork to understand how to measure institutionalized racism in
healthcare. The review showed that it has been vital to identifying methods to achieve
racial and cultural inclusiveness in healthcare and to understand equitable healthcare to
adequately address the research questions in this study.
Jones’ (2000) theoretical framework acknowledged that institutionalized racism
often lacked an identifiable perpetrator and therefore has been difficult to identify, but
also postulated that the structure that holds power and maintained control over the
resources could also influence the equity of health outcomes. Cultural and racial
inclusiveness has been one of the hallmarks of equitable healthcare. Research has
recognized a foundation for reducing health disparities through culturally sensitive
unbiased healthcare implementing cultural competence. Cultural competence in
healthcare has partially demonstrated equitable racial and cultural inclusiveness.
(Steeleman et al, 2015).
The Standards for Culturally and Linguistically Appropriate Services (CLAS)
historically promoted responsiveness to diversity at an organizational level. These
standards for employees addressed the needs of racial, ethnic, and linguistic minority
groups that experienced disparities inequitable healthcare (Steeleman et al, 2015). CLAS
standards have been a formal agreement on standards for healthcare systems to address
the needs of diverse populations.
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Understanding racial and cultural competencies and how best to achieve them has
been complicated and not well established. In addition to ensuring that a healthcare
system provided equitable care, deficiencies and gaps in delivering inclusive racial and
cultural healthcare have also been critical to discover, acknowledge, and dismantle.
Cultural competency has traditionally encouraged healthcare providers to focus on
learning cultural customs of other ethnic groups and has not emphasized acknowledging
the power differences in the provider and patient relationship (Curtis et al., 2019).
Research shows that health equity can be achieved through understanding,
acknowledging, and addressing power systems in the healthcare continuum that have
perpetuated non-inclusive healthcare. Healthcare providers must recognize their own
biases, attitudes, assumptions, and prejudices that may be contributing to a lower quality
of healthcare for some patients. This focus would move towards dismantling power
systems and creating a paradigm shift of racial inclusiveness (Curtis et al., 2019).
In the article, “Why Cultural Safety Rather Than Cultural Competency is
Required to Achieve Health Equity: A literature review and recommended definition,”
Curtis et al. (2019)concluded that although some healthcare providers may purposefully
provide discriminatory care, it was more likely that unconscious bias among providers
caused discrimination and individual racism in healthcare. Shavers, Fagan, Jones &
Klein (2012) also noted that additional research is needed to explore the prevalence and
influence of implicit bias on racial and ethnic minority patients' quality of medical care.
Exploring the role that implicit bias contributes to individual racism in healthcare
potentially offers insight into how to educate and train healthcare workers to deliver nonbiased, equitable care to all patients. Healthcare professionals trained to be aware of

17

implicit biases can be conscious of their potential for bias and how it negatively affected
patient care, encouraging self-regulation and facilitating decision-making based on
patients' individualized needs and care
In the editorial , “Research On Race/Ethnicity and Health Care Discrimination:
Where We Are and Where We Need to Go,” Shavers & Klein et al. (2012) discussed the
continued research challenge of establishing racism’s influence on equitable, inclusive
healthcare and stated a method to measure and track exposure to racism was essential.
Shavers & Klein et al. (2012) discussed institutional racism, the biases towards race
within the healthcare system, which has been challenging to measure because of complex
influences in how individuals perceive and respond to racism and discrimination.
Institutional racism has been more challenging to detect than personal discrimination
because the United States has perceived racism from an individualistic level. Our legal
system has primarily shaped it for discriminatory behavior, which has focused on the
“presence of conscious intent”
The violation of physicians’ and health care workers’ conscious professional
commitment to helping those in need compounded inequities in racial and ethnic
healthcare quality. Hundreds of nationwide studies across multiple diseases have
illustrated the prevalence and extent of racial and ethnic healthcare disparities. However,
professionals have been reluctant to believe that their behaviors, those of their colleagues,
and the systemic policies of the healthcare institutions where they provided health
services may go against their professional oaths and principles (Griffith et al., 2007).
Research and development of racial inclusiveness and equity measurements in healthcare
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must exist to ensure accessible, accountable, and culturally competent healthcare for all
populations.
Racism, including structural racism, has often been subtle, ambiguous, and deeply
embedded into daily interactions, behaviors, and institutional policies, making it difficult
to discern and detect. Most methods to measure racism have not investigated structural
racism; the focus of research has been on individual experiences of racism, creating a
research gap. Methods of measuring racism have been difficult to standardize, and
measurements previously utilized were not designed to be metrics for structural racism
(Irani, Serwin, & Hudson, 2020).
Shavers, Klein and Fagan (2012)also stated that racial and ethnic health
disparities had resulted from numerous factors, including less access to care and inferior
quality care received by minority patients after they entered the health care system.
Racism has not always occurred at the individual level but was also present within
policies, structures, and potentially discriminatory regulations; structural, systemic racism
has been embedded into the healthcare systems and has combined with personal racism
minority patients commonly experienced and influenced how racism compounded their
health risks.
Research studies have established that there has been a correlation between
racism and a variety of adverse health outcomes, including higher mortality, lower rates
of cancer screening, elevated blood pressure, higher levels of C-reactive protein,
substance use, mental health, including mood, anxiety, and psychiatric disorders,
increased depressive symptoms, high body mass index, and smoking. A poll in the United
States determined that 74% of African Americans, 69% of other non-Whites, and 30% of
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Whites reported personally experiencing general race-based discrimination. Racial and
ethnic discrimination within health care settings and health systems have correlated with
health disparities. Research has continued to conclude the importance of pursuing
additional studies to establish the prevalence and associated poor health outcomes
(Shaver & Klein et al., 2012).
The negative impact and consequences of racism on race-associated health
outcomes, including black-white disparities in mortality, have been noted in research
studies. McEwen’s allostatic load model discussed these impacts and consequences and
presented a theory that explained the relationship between stress and health outcomes. In
McEwen’s allostatic load model, wear and tear to the body that resulted from exposure to
chronic stressors determined the allostatic load. The body was able to adapt to acute
stressors. However, chronic stressful insults could have overloaded the body and caused
adverse health outcomes, thus causing the allostatic load, increasing the risk of diseases
like depression, hypertension, cardiovascular disease, and even death. Racism has been a
form of stress for minority individuals, and research documents perceived racial
discrimination potentially resulted in an elevation of primary and secondary biomarkers
and led to disease and, ultimately, death from various health conditions. Additionally,
similar outcomes may have resulted from internalized racism and accepting negative
societal beliefs about oneself (Duru et al., 2012).
Studies have shown that racism in healthcare has been challenging to measure.
Much of the data about racism originated from non-healthcare settings; it has been
challenging to establish the prevalence of racism and its effect on health care received by
minority patients nationwide. Most data available regarding federal statistics on racial
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and ethnic discrimination in the United States has primarily originated from complaints
filed with US agencies such as the Equal Employment Opportunity Commission (EEOC)
and the Fair Housing Commission for housing programs and hate crimes, and other
complaints. Unconscious biases and stereotyping may have also influenced decisionmaking and contributed to the difficulty of assessing the actual impact of race and ethnic
discrimination in healthcare settings for access to and receipt of optimal care (Shavers &
Fagan et al., 2012).
Based on a review of the current literature, a knowledge gap existed to measure
structural racism, which may have created a barrier to measuring how effective
organizations were at being racially/culturally inclusive. The article, Development and
validation of cross-cultural knowledge, attitudes, and practices survey instrument for
chronic kidney disease in the Swahili-Speaking population, discussed that qualitative
research helped inform survey instruments that measured quantitative data in settings to
ensure the instrument's relevance to the intended population (Stanifer et al., 2015).
Improving Healthcare Access and Outcomes
Cultural competency has improved access to healthcare for racial and ethnic
minority groups to reduce racial and ethnic health disparities. A systematic review of
articles between January 2000 and June 2012 to review cultural competency in health
settings concluded that training as a standalone strategy without concurrent systemic and
organizational changes was insufficient to improve patient health outcomes. Cultural
awareness training alone may have reinforced and increased stereotyping and may have
been inadequate to address structural and interpersonal racism’s effect on health
disparities. Awareness and training in cultural diversity absent dedication to embedding
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cultural competency in organizational policy has been less likely to result in a continued
change within organizations. According to the research by Truong et al., a commitment
among the organization’s leadership to improve systemic and organizational culture of
healthcare must have existed for sustained change in patient health outcomes (Truong et
al., 2014).
Healthcare workers' environment, including their commitment to workforce
training, accountability for equity, workplace stressors, diversity in the workforce, and
governance, influenced health provider bias. Healthcare structures that required
healthcare providers to examine their own biases and acknowledge power dynamics may
have improved health equity through the social cognitive theory of health. Applying this
theory, individual providers would have focused on their clinical interactions and
collectively dismantled their social system of inequitable healthcare. Essentially,
individual providers would have been engaged in awareness and accountability of their
contribution to discriminatory health care services and would have become respectful of
and responsive to the health beliefs, practices, cultural and linguistic needs of diverse
patients and would have brought about positive health outcomes (Curtis et al., 2019).
In Griffith et al., 2007 “Dismantling institutional racism: theory and action,” the
inadequacy of cultural competency/awareness efforts are further addressed and defined as
differences in the quality of healthcare provided to of color compared with white patients.
. These differences occurred regardless of access to healthcare, clinical needs, insurance
status, whether the patient rejected treatment, or the appropriateness of the intervention.
Racial and ethnic healthcare disparities were not dependent on these components and
occurred across multiple healthcare systems, including preventative, ameliorative, and
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supportive services. The assumption in healthcare that providers’ lack of cultural
competence has been responsible for racial and ethnic disparities in healthcare has
existed. Historically, it focused on improving racial and ethnic healthcare disparities
through individual-level reeducation and cultural competence training. These efforts have
demonstrated limited effectiveness in reducing healthcare disparities. For effective
change to have occurred, institutions must recognize race-based inequities in healthcare
delivery and identify how racism operated throughout the healthcare system (Griffith et
al., 2007).
Institutional racism has been a complex problem requiring multi-level change.
Implementing systems change approaches were required when organizations and
institutions faced complicated racism issues embedded within organizational constructs.
Dismantling institutional racism: theory and action presented an anti-racist community
organization model for addressing healthcare disparities, arguing that healthcare
disparities were rooted in institutional racism. A systems approach was necessary to
reduce and eventually eliminate healthcare disparities, and systems change approach was
required. According to Griffith et al.,2007 institutions such as healthcare intrinsically
embedded racism within institutional structures. A substantial shift in the system's
policies, practices, and procedures must have addressed institutional racism to create
organizational and institutional change and reduce healthcare disparities.
The dismantling racism model further assumed healthcare disparities resulted
from the intersection of two complex systems, healthcare, and racism. Approaching
healthcare disparities through a systematic approach was warranted for three fundamental
reasons: the history of racism and segregation in medicine and healthcare has been a root
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cause of healthcare disparities; healthcare has been one institution among many social
institutions that have provided inequitable services and resources to people of color when
compared with whites; the complex history and system suggested that the degree of
intervention from healthcare institutions must match the degree the problem of
institutional racism was conceptualized (Griffith et al., 2007).
An organization's processes, attitudes, and behaviors that failed to provide
appropriate professional service to individuals because of their color, culture, or ethnic
origin perpetuated institutional racism. These processes, attitudes, and behavior have
created a culture of prejudice, racist stereotyping, and collectively disadvantaged
minority ethnic people. Griffith and colleagues described how institutional structures and
processes organized and promoted racial inequity via the institutional structures
themselves; institutionally rooted ideological beliefs, and personal actions within the
culture of the organization, which was then repeated, perpetuated, and transmitted within
the institution (Griffith et al., 2007).
Dismantling institutional racism: theory and action, proposed institutional racism
can be conceptualized at three levels of an organization: the extraorganizational, the
intraorganizational, and the individual. The extraorganizational level represented
institutional racism through the reciprocal relationship between organizations and their
external environment. The intraorganizational level described an internal climate,
policies, and institutional procedures in which racism operated. These included the
formal and informal hierarchical relationships among staff. The individual level of
organizational racism comprised staff members’ attitudes, beliefs, and behaviors for
racism to operate (Griffith et al., 2007).
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The literature review showed that racial and cultural inclusiveness had been a
prevalent topic in the literature. However, further research may be needed to explore the
perception of racial and cultural inclusive healthcare from the perspective of healthcare
workers to gain knowledge about these perceptions to measure racial and cultural
inclusiveness in a healthcare setting. This study examined racially and culturally
inclusive healthcare components by exploring perceptions of racial and cultural
inclusiveness. In doing so, information from this study added to the literature such that
inequities in healthcare, which has been a prevalent, and arguably challenging issue,
could be measured effectively and better addressed.
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CHAPTER 3
METHODS

This research study examined healthcare workers' perceptions of racial and
cultural inclusiveness within Community Health of Central Washington to inform a
customized survey instrument to measure racial and cultural inclusiveness in an FQHC
organization. The researcher used qualitative research to interview healthcare workers,
and they described their perceptions of racially and culturally inclusive healthcare based
on their lived experiences in their interviews. Qualitative findings from this study then
informed the development of the survey instrument.
Social justice research has addressed differential power and suffering among
individuals and populations (Charmaz, 2013). Social justice research studies have aligned
well with grounded theory, a qualitative inquiry that involves data collection and analysis
through an interactive process involving an emergent process that shaped and formed one
another. Grounded theory encourages researchers to be active and engaged in the analysis
of their research. It incorporates studying and interacting with the data through analysis,
each building upon the last. The analytic power of grounded research offers advantages to
social justice researchers; grounded theory logic aids researchers in interpreting what
occurred in the empirical world and analyzes how and why it happened. Diverse
disciplines and professions have used grounded theory in small studies of individual
behavior and established that grounded theory could be helpful in organizational studies.
Social justice philosophies in health care create more equitable systems and
empowered organizations to implement sustained race and culture inclusive care models.
Social justice ideals empowered health care providers to understand and recognize social
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justice’s prominent role in health care organizations. Applying social justice philosophies
to health care facilitates equitable systems and implements sustained race and culture
inclusive care models. Social justice ideals empower health care providers to understand
and recognize social justice’s prominent role in health care organizations. Measurements
must exist to ensure accessible and culturally inclusive healthcare to promote social
justice in healthcare and equally benefit all sections of society (Curtis et al., 2019).
A study using a social justice lens, grounded theory, and a mixed-methods
methodology supports a balanced approach to the survey instrument design. Collecting
and analyzing qualitative data from individual interviews helps shape and identify themes
from the qualitative data to inform the survey instrument design. Once developed, the
survey instrument can be applied to quantitatively measure cultural and racial
inclusiveness within Community Health of Central Washington. A mixed-method study
helped ensure the survey instrument reflected the case study population at Community
Health of Central Washington. This study design ultimately allowed the researcher to
develop a better measurement instrument (Creswell & Creswell, 2018). Using qualitative
data from Community Health of Central Washington employees improved the survey
instrument design and helped ensure the content remained relative to the target
organization.
The applied research project sought to examine how Community Health of
Central Washington employees' experienced and perceived racial and cultural
inclusiveness in healthcare individually and collectively as a healthcare organization. A
case study utilizing qualitative phenomenological design guided the development,
implementation, and pretesting of the instrument. Creating a survey instrument to
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measure the complex issue of racial and cultural inclusiveness called for expanded
methodological possibilities to address questions using a mixed-methods study (Creswell
& Creswell, 2018). The mixed-methods approach qualitatively gathered and analyzed
data from individual interviews to design a survey instrument to quantitatively measure
cultural and racial inclusiveness within Community Health of Central Washington.
Qualitative findings focused on understanding how healthcare workers perceived racial
and cultural inclusiveness in a healthcare environment. Data from this study informed a
survey instrument that the researcher pretested to refine its value further.
This study used a social justice lens and social justice theory approach that
proposed everyone deserves equal rights and opportunities to live in a society where
equitable and inclusive healthcare was accessible. A qualitative phenomenological case
study design explored the collective experience of healthcare workers and their
perceptions of racial and cultural inclusiveness in healthcare in their own words.
Qualitative research data obtained from this study assisted in understanding racial and
cultural inclusiveness perceptions to shape and inform a survey instrument customized to
Community Health of Central Washington’s environment. The study collected data from
healthcare workers through individual interviews that pursued open-ended responses to
qualitative questions about experiences and perceptions of racial and cultural
inclusiveness at Community Health of Central Washington. These interviews sought to
uncover themes of Community Health of Central Washington employee’s collective
experiences and perceptions of racial and cultural inclusiveness. A semi-structured
interview format enabled the researcher to prepare questions in advance and outline the
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interview responses on the topic. A semi-structured interview also permitted participants
to share experiences with as little guidance as possible from the interviewer.
The researcher obtained approval for this study from the Central Washington
Human Subjects Review Council due to the involvement of human participants in the
study. The Human Subjects Review Council granted ethical permission, and the
researcher worked with Community Health of Central Washington to ensure that the
study complied with ethical research standards.
The researcher designed a mixed-methods grounded theory study of healthcare
workers. A mixed-methods study allowed multiple perspectives and further
understanding of racial and cultural inclusiveness in healthcare. The in-depth qualitative
data collection involved several individual interviews in gaining insight into the lived
experiences of stratified healthcare workers in an FQHC setting. This data from
healthcare workers within the FQHC was analyzed and informed the survey instrument.
Population and Sample
The researcher obtained the research sample using a stratified convenience sample
of healthcare professionals identified by their role within Community Health of Central
Washington. Stratification of the sample population helped create a research sample from
the case study population that represented specific characteristics of each stratum of
healthcare roles within the organization and reflected the actual proportion of each role
within the study. Utilizing stratification in this study design aided in ensuring the sample
contained individuals from each healthcare role as appears in the overall employee
population of Community Health of Central Washington. Stratification prevented a single
healthcare role from being over or under-represented in this study and resulted in a
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sample reflective of the Community Health of Central Washington healthcare worker
population (Creswell & Creswell, 2018).
The research design prioritized confidentiality of participant identity and
responses. The appointment of a dedicated human resources employee at Community
Health of Central Washington to coordinate recruitment and interview scheduling helped
achieve this. The human resource employee was instrumental in maintaining the
confidentiality of study participants by coordinating all interviews between the researcher
and interviewee.
The recruitment process occurred over two weeks and was initiated through a
preliminary email from Community Health of Central Washington sent to all
organization employees (Please see Appendix B). To help eliminate potential confusion
about a recruitment email originating from outside the organization from an unknown
party, the Community Health of Central Washington’s human resource employee sent an
email to all staff within the organization explaining the recruitment of volunteers for the
study. The researcher and the research study were introduced through email
correspondence by Community Health of Central Washington.
The human resource employee provided the researcher with Community Health of
Central Washington employees' names, email addresses, and roles within the
organization. The researcher then sent a focused email invitation/recruitment to all
organization employees explaining the research study in more detail and inviting
volunteers to participate (Please see Appendix C). The researcher then stratified
participants by organizational roles within Community Health of Central Washington and
organized employees into the following roles:
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Organizational Executives
Site Leadership
Administrative Support
Residents, Fellows, Interns
Clinical Staff
The researcher sought to obtain six to eight interview participants from each
stratified role to achieve a sample size of n=30. This sample size was estimated to be
sufficient to achieve saturation on key themes necessary for generating the survey
instrument (Creswell & Creswell, 2018).
Once the researcher recruited and identified participants, they were organized into
stratified roles to verify that the sampling among the stratified groups was sufficient. The
Administrative Support and Clinical Staff groups received 10 and 15 volunteers each,
respectively.
The researcher reduced the two stratified volunteer groups by applying
systematic sampling. Systematic sampling allows selecting a sample from a larger known
sample by randomly selecting s so that every sth subject would comprise the sample. The
groups were reduced to a sampling size of eight participants, complying with the
sampling size goals (Bush, 2011).
The researcher coordinated with the Community Health of Central Washington
human resource contact to distribute an email to notify non-selected respondents that the
study had achieved the participation quota. The final sampling size for each of these
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groups was 8 participants each, which met the sampling size for the study of n=28
(Creswell & Creswell, 2018).
The sampling size was under-produced for the Organizational Management and
Residents, Fellows, and Interns groups, and initial recruitment secured two volunteers
from the Organizational Management group and three from the Resident, Fellows, and
Interns group. The researcher sent a second focused recruitment/invitation email to these
two groups requesting more volunteer participants. The second email achieved one more
participant in the Resident, Fellows, and Interns group and produced no more participants
in the Organizational Management Group. The final sampling size for the Organizational
Management group remained at two participants, and the Residents, Fellows, and Interns
group achieved a total of four participants. The Site Leadership group required no
additional recruitment or strategic sampling reduction efforts, and six participants joined
the study.
The final sampling size established for the study was n=28. Three strata groups
met participant goal numbers of six participants, and two strata groups fell short of the
study goal. Please see Table 1.
Table 1.
Study Final SamplingStudy Final Sampling: n=28
Organizational Executives
Site Leadership
Administrative Support
Residents, Fellows, Interns
Clinical Staff

2
6
8
4
8

The researcher provided all participants in the study with an emailed consent form
(please refer to Appendix D) and a demographic survey (please refer to Appendix E). The
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researcher and human resources employee established an interview timeline of two
weeks, and the human resource employee scheduled interviews.
Participants were offered interview times from 7:00 am to 7:00 pm Monday thru
Sunday for two weeks to allow flexible scheduling for participants. The human resource
employee provided the interview schedule to the researcher daily to confirm the date and
time and enabled the researcher to provide an online meeting invitation for participants.
Multiple methods were implemented that helped maintain participant
confidentiality A two-factor authentication, also known as strong authentication,
protected email correspondence. Two-factor authentication is a security mechanism
requiring two authentication types and provided an additional validation layer,
minimizing security breaches (TechTerms 2020). In addition to the dedicated human
resource employee and the two-factor authentication, the researcher protected participant
confidentiality by using a randomized coding system that removed any identifying
information of interviewed participants. The researcher used this randomized code
assigned to each participant to introduce the participant for the recorded interview and
organize the transcribed interviews.
Demographic Survey
The demographic survey was sent via email to each of the 28 volunteer
participants through an online survey format using a cross-sectional survey design
(Creswell & Creswell, 2018). The online survey format did not collect identifying and
demographic data collected through the survey, and no email addresses were collected.
Participants self-selected the responses, and the demographic surveys did not correspond
with the individual interviews. Data collected from the demographic survey remained
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separate to provide confidentiality for the participants. Multiple-choice responses for
each survey question included “Prefer not to say” to enable participants to decline a reply
if desired. Each participant in the study returned the completed demographic survey; the
study collected 28 demographic surveys.
A multiple-choice response that provided selections based on stratified age ranges
collected participants’ age data. The age range selections included ages 18-85 broken up
into seven age groups. Respondents self-identified as Hispanic or Non-Hispanic and
identified their race by selecting from a multiple-choice selection of responses. Included
in the multiple-choice answers were “other” to allow participants to self-identify race
based on the participant’s racial self-identification.
Participants selected their highest level of education from nine multiple-choice
responses ranging from less than a high school education to a Post Masters Degree. The
demographic survey also collected data describing how many years of experience
participants had in healthcare. Participants were given multiple-choice selections ranging
from below one year to over fifteen years and had the option of declining to provide data
by selecting “Prefer not to say.”
Participants provided data regarding the amount of prior formal training regarding
the concept of racial and cultural inclusiveness. Respondents selected multiple-choice
options describing previous formal training. Responses ranged from none to five hours or
more of academic courses, seminars, or training.
The demographic survey gathered data to describe the participant characteristics
for this study. The 28 participants in this study represented five strata groups within
Community Health of Central Washington from a self-selected group of healthcare
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workers in an FQHC setting who volunteered to participate in this study. Demographic
data was collected and maintained separately from the individual interview to provide
confidentiality for participants. The data was pertinent to the study for participant
description.
Interview Method
The researcher obtained participant demographics and informed consent forms via
individual email correspondence utilizing a secure email account before the online
interview. The researcher explained to the participant again at the beginning of the actual
interview meeting that participation in the research was voluntary and that the participant
could end the interview at any time.
Community Health of Central Washington facilitated interview scheduling by
permitting employees to participate in the research study during work hours. Community
Health of Central Washington provided participants with access to a private setting and a
computer to participate in an online meeting with the researcher. The researcher used
individual interviews to help control confidentiality and allow focused time for
interviewees to express their responses in a private setting. Individual interviews and
privacy for the interview may also have increased the capacity of the interviewer to
gather more detailed diverse data.
The interview occurred through an online meeting, and the interview was audio
recorded to assist with accuracy. The audio recording was necessary for detailed review
to preserve the data and ensure accurately documented responses. Interviews were semistructured, and the researcher used an interview script with brief scripted questions
(Please refer to Appendix F). Participants had the opportunity to provide open-ended
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responses. The individual interview script guided questions to elicit perceptions of racial
and cultural inclusiveness in a healthcare setting. The researcher ensured all scripted
questions were asked in the interview and had the flexibility to ask additional probing or
clarifying questions.
The primary objective for data collection was to represent the perspectives of
healthcare workers who shared their experiences and perceptions of racial and cultural
inclusiveness during individual interviews. The researcher presented open-ended, semistructured interview questions to participants and asked them to volunteer their answers
(Creswell & Creswell, 2018).
Data Analysis
The researcher transcribed interviews in a smooth-verbatim format to organize the
audio interview data to prepare the data for thematic coding. The researcher served as the
primary coder for the qualitative data and completed thematic coding on all 28
interviews. The researcher recruited a team of secondary coders from the Central
Washington University Master’s in Public Health graduate student population in
collaboration with one of the researcher’s graduate committee members. Three secondary
coders assisted the primary researcher and received five interviews each to code. The
interviews assigned were selected through systematic selection (Bush, 2011). The
secondary coders coded 15 of the 28 interviews to enhance interrater reliability (Belotto,
2018).
The researcher utilized a thematic approach to fragment the smooth-verbatim
transcribed participant responses from the semi-structured interview questions into
keywords and phrases. The primary coder worked with the secondary coders to
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reorganize the data into overarching themes. The research team completed inductive
coding, a type of thematic coding which allows the themes to evolve from the data itself,
for the 28 transcripts (Creswell & Creswell, 2018).
Each researcher worked independently to analyze and code the transcribed
recorded interviews with words and phrases that conveyed meaning with codes to
interpret the large amounts of data (Belotto, 2018). Each coder individually coded the
transcripts before the team convened to achieve consensus on a code list. The three
secondary coders and the primary researcher met to present the parental/hierarchical
codes that each developed from analyzing the data and implementing the inductive
coding process allowing for themes to emerge directly from the data (Fereday& MuirCochrane,2006). The primary researcher identified 14 parent/hierarchical codes, and each
of the secondary coders added additional codes for a total of 54 hierarchical codes. The
secondary coders and primary researcher discussed their analysis and condensed the
hierarchical codes to achieve consensus on eight overarching themes. The primary
researcher continued analyzing, revisiting, and connecting the data, refining the focus and
concentrating the eight themes into the five over-arching themes that prevailed from this
study.
Survey Instrument Development
The data revealed by the qualitative analysis served as a guide for developing a
survey instrument that Community Health of Central Washington may use to assess racial
and cultural inclusiveness within their organization (Please see Appendix G). Many of
the questions were derived directly from the observations and perceptions of healthcare
workers interviewed for this study. Participants' descriptions of their personal experiences
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and perceptions of racial and cultural inclusiveness were included in the survey
instrument to measure racial and inclusive healthcare.
The qualitative data collected was utilized to identify emergent themes from the
research and develop the central topics for the Community Health of Central Washington
survey instrument. Once the analysis identified racial and cultural inclusiveness themes
within Community Health of Central Washington, the researcher completed a literature
review of existing survey designs. The researcher assessed current survey designs to
inform further the development of survey instruments (Atkins, 2014). For example,
racism emerged as a theme in this qualitative analysis, and therefore survey questions to
incorporate a measurement of racism were required. The researcher then explored
existing instruments that measure racism to develop the survey instrument for this
research study.
Instruments already available in the literature measured perceived racism and
were used in various settings to further research about the health of minority populations.
A study by Atkins 2014 reviewed one instrument that the researcher also reviewed for
this research study, the Workplace Prejudice/Discrimination Inventory (WPDI). The
WPDI is a self-report measure of racial/prejudice discrimination in the workplace. A
series of 15 questions weighted to measure perceived racism in the workplace comprise
the survey. This researcher reviewed the survey design for content and to verify how
questions could be modified to apply specifically to a healthcare setting.
The researcher reviewed Confronting Racism with Solidarity: An analysis of the
2020 HAS Workplace Racism Survey (Ponting, 2020) for survey content and insight on
survey question design. Part I of the survey: An overview of member experiences with
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racial harassment, microaggressions, bullying, physical violence, and intimidation
provided a question that measures experiences of racism in various forms at work. This
question helped inform how one might measure occurrences of racism in this survey.
Additionally, Part II: How racial identities affect experiences of racism in the workplace,
provided a question to verify whether individuals reported an incident of racism and, if
applicable, the outcome of the report. The content of this survey helped inform questions
that measure why an individual who experienced or witnessed a racist behavior, attitude,
or situation may not have reported this incident.
The survey instrument also incorporated questions regarding the theme of policy
that emerged from the qualitative data. The qualitative data analysis determined that
policy was a detracting theme due to participants' ambiguity and unawareness
surrounding policy. The survey instrument incorporated questions to measure whether
respondents understood the policy and procedure to identify and address racist behavior
and racist policy.
The survey also included questions that measured the theme of cultural humility.
Cultural humility emerged as a complex theme of significance during qualitative analysis.
The survey instrument integrated questions that measured prior training, the current level
of interest, and cultural humility understanding.
Equity and language access also emerged as a theme from the qualitative analysis.
Healthcare workers' perceptions emphasized the need for racially and culturally inclusive
healthcare to be equitable for all patients and included language access as a critical
component. Numerous participants in this study shared the importance of having access
to healthcare services in a patient’s primary language. The survey instrument included
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questions that measure perceptions of equitable healthcare at Community Health of
Central Washington.
Additionally, the survey instrument included questions that measure language
access. Multiple questions assess the availability of interpreters, bilingual staff as
interpreters, and other interpreting resources. The survey instrument also provided
questions that measure the frequency, utilized resources, and training in working with
interpreters. Additionally, the survey instrument included questions that assess how often
bilingual employees' primary job role had been impacted by interpreting for others.
Additionally, the survey instrument included questions that assess perceptions of
language access (Refugee Health Technical Assistance, 2021).
This chapter summarized the findings from 28 interviews with healthcare workers
regarding their perception of racial and cultural inclusiveness in healthcare. A summary
of findings was presented alongside direct quotations to center healthcare workers’ voices
and to remain in line with the thesis project’s overarching goal of capturing the
perception of racial and cultural inclusiveness based on the lived experiences of
healthcare workers. Community Health of Central Washington will implement the survey
instrument developed as an online survey using the Qualtrics Survey platform.
Survey Instrument Pretesting
Pretesting was used to identify the need to modify questions or other procedures
that increase instrument quality. Pretesting helped establish whether respondents
understood the questions asked, solicited relevant information, and the time required to
complete the survey. Pretesting helped determine in advance if respondents experienced
problems with the survey instrument. The pretest was considered an essential part of the
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survey design process and valuable in validating complex tools. Additionally, data
obtained may identify weaknesses to be addressed. (Hilton, 2017).
Pretesting the survey instrument was completed to obtain feedback about the
survey design. (Please see Appendix H). Five to ten people are typically recruited to
pretest a survey instrument (Hilton, 2017). For this study, 11 participants comprised the
pretest group. The researcher distributed the survey instrument and the pretest
questionnaire to a convenience sample of 15 healthcare workers. Eleven participants
returned the pretest questionnaire.
The researcher reviewed recommendations from the 11 respondents, please see
Table 2, Table 3 and Table 4.
Table 2.
Pretest Questionnaire Results
Question
Yes
Unsure
No

One
11

Two
11

Three

Four
10

11

1

Five
11

Six
10

Seven
10

1

1

Eight
11

Eleven

11

Table 3.
Appropriateness of Racial and cultural Inclusiveness Survey Length
Far Too Long

Slightly Too Long

0

1

Neither Too Long
or Too Short
10

Slightly too Short

Far Too Short

0

0

Table 4.
Length of Time to Respond to Racial and Cultural Inclusiveness Survey
Did Not Time Survey Response
1

More Than 10 Minutes
3

Less Than 10 Minutes
7

The researcher applied three changes to the survey instrument. The definition for
cultural humility was adjusted based on feedback that the definition was not clear. The
definition was initially listed as follows:
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Cultural humility means A humble and respectful attitude toward other cultures;
to understand your beliefs about other cultures are because of your own
preconceived ideas, and to understand you do not know everything about other
cultures.
The definition was changed to the following to offer a more straightforward definition:
Cultural humility means A humble and respectful attitude toward other cultures.
The ability to understand that your beliefs about other cultures are because of
your own preconceived ideas and to understand you do not know everything
about other cultures.
Additionally, feedback from the pretest respondents revealed that a selection
choice for one of the survey instrument questions was not a valid response. The original
survey instrument offered a choice of “I am bilingual, I never use interpreters” to respond
to the question “How often do you use interpreter services?” The pretest respondent
stated that even bilingual individuals sometimes use interpreters for languages they
cannot speak. Bilingual individuals may require interpreters for languages they do not
speak, and therefore this selection was not valid. The researcher deleted this response
from the survey.
A pretest respondent also recommended adding the choice of “other” to select
responses to survey instrument questions. The survey instrument was modified to include
“other” as an option for respondents to choose. Respondents to the survey instrument
pretest provided no further recommendations.
In summary, the analysis organized the qualitative data according to essential
themes derived from the semi-structured, open-ended questions. The outcome of this
process was an evaluation that incorporated the most significant themes from the data.
These themes identified the collective experience of participants and their perceptions of
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racial and cultural inclusiveness. Themes from the thematic content analysis ultimately
influenced data for the survey instrument design.
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CHAPTER FOUR: RESULTS

This chapter presents findings from data collected from open-ended qualitative
interviews of 28 healthcare workers and the creation of a survey tool to measure racial
and cultural inclusiveness. The research study collected qualitative data from a study
sample of 28 healthcare workers through individual interviews using semi-structured,
open-ended questions. The data was analyzed, and themes that emerged from the analysis
were applied to develop a customized, relevant survey instrument to measure racial and
cultural inclusiveness within Community Health of Central Washington. The survey
instrument will serve as a metric for racial and cultural inclusiveness within Community
Health of Central Washington. The organization has the flexibility to implement the
instrument based on their need and discretion.
These findings are organized around five content areas, driven largely by the
qualitative themes. First, racism is a detractor in the healthcare setting and presented
itself in many forms. Secondly, the ambiguity of policy surrounding racism detracted
from transparent processes and procedures for addressing racism. Thirdly, cultural
humility supported racial and cultural inclusion. Fourth, equity and language access were
critical to inclusive racial and cultural healthcare; lastly, empowerment and safety
encouraged racial and cultural inclusiveness in a healthcare setting.
Participant Characteristics
Demographic data was collected from the individual participants using an online
survey platform and included age range, race, education level, experience level working
in healthcare, and prior formal training surrounding the concept of racial and cultural
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inclusiveness. All participants were Community Health Central Washington employees
and represented a self-selected stratified sample of healthcare workers in an FQHC
setting. Identifying data remained confidential and separate from the participants’
responses, and these data were reported only in aggregate to describe the composition of
the study. Data collected from the demographic survey remained separate to provide
confidentiality for the participants. Please refer to Table 5.
Table 5.
Sample Characteristics
Age Range
Hispanic or
Latin(x) Origin
Race
Educational
Level
Number of
Years Working
in Healthcare
Prior Formal
Training in
Racial and
Cultural
Inclusiveness

Aged 18-29
6
Yes
6
White
23
Associates
Degree

Aged 30-39
11
No
28
Other
4
Bachelor’s
Degree

Aged 40-49
4

3
Less Than 1
Year
1
None

8
1-4 Years

7
5-9 Years

5
Seminar or
Training 4
Hours or
Less
7

7
Academic
Course 4
Hours of
Less
1

3

Asian
1
Master’s
degree

Aged 50-64
1

Aged 65-74
6

PostMaster’s
degree
3
10-14
Years
4
Seminar of
Training 5
Hours of
More
6

Professional
Degree
7
15 Plus Years
11
Academic
Course 5
Hours of More

Other

9

2

The demographic data from Community Health of Central Washington and the
study sample were compared to the race and ethnicity data available for Washington
State FQHC demographics. Please refer to Table 6..
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Table 6.
Demographics Washington State FQHC Aggregate and Community
Health of Central Washington

WA State
FQHC
Patients
CHCW
Patients
Study
Sample

Total
Patients

Racial
and/or
Ethnic
Minority

Hispanic/Latino
Ethnicity

Best
Served in
Another
Language

1,203,101

55.19%

35.20%

26.17%

28,461

42.33%

36.04%

11.42%

28

17.9%

21.4%

N/A

Narrative Account of Themes
The qualitative research portion of this study explored perceptions of racial and cultural
inclusiveness of employees of Community Health of Central Washington. The following
narrative overview of themes represents the final five themes that the primary researcher
developed, along with the sampling quotations that are most compelling to illustrate these
themes. The five themes that emerged from the analysis are 1. Racism, 2. Policy, 3.
Cultural Humility, 4. Equity & Language Access and 5. Empowerment & Safety. The
study identified a total of 19 sub-themes. The findings of the interview discussions were
structured and presented in the form of the following themes and sub-themes illustrated
in Figure 1.
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Figure 1
Qualitative Themes and Sub-Themes
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Themes have been organized and discussed in detail. Themes identified as either
detracting from racial and cultural inclusiveness in healthcare or supporting racial and
cultural inclusiveness. A theme was determined to detract from racial and cultural
inclusiveness if the theme negatively impacted and decreased racial and cultural
inclusiveness in a healthcare setting. A theme that positively impacted and encouraged
racial and cultural inclusiveness in healthcare was determined to be supportive.
Theme 1: Racism
Racism emerged from the data analysis as a detracting theme and presented itself
in the healthcare setting in multiple ways. Participants reported their perceptions and
experiences with how racism manifested in a healthcare setting and described incidents of
micro-aggressions, racists comments, and behaviors initiated from patients and
colleagues that contributed to reducing racial and cultural inclusiveness. Based on Levels
of racism: A theoretic framework and a gardener’s tale, these examples can be viewed as
interpersonal racism (Jones, 2000).
The research data supported that racism was present in multiple forms in the
healthcare setting in this study. The lived experiences of the healthcare workers
interviewed described environments where forms of racist behaviors or beliefs displayed
directly against individuals or received as a third party with behaviors, attitudes, or
opinions about another race. These encounters occurred in various settings and contexts
and were sometimes direct and other times more subtle.
Interviews also included observations about experiences healthcare workers'
colleagues faced from patient populations that impacted healthcare providers, particularly
those who work within the hospital setting. Based on the perceptions of healthcare
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workers interviewed, healthcare providers from racially and culturally diverse
backgrounds sometimes encountered microaggressions and racist behaviors from patients
due to their race.
” I think trying to be mindful about some of our residents who are from diverse
backgrounds, and I think encounter microaggressions within their work at CHCW
from our patient population within the hospital, because it's just not the most
diverse communities for certain backgrounds of folks. And I know that they've had
tough experiences at times.” (Participant #112)
“There have been issues like there was an incident last week in the clinic where a
patient and their family came in, and the mother was being racist, and I mean,
against the Latin population. And pretty much all the people that work at
reception are, you know, Hispanic or Latin X. So, a lot of the receptionists got
offended by that.” (Participant #23)
The second quote provided an example of racist behavior directed at a population
rather than a specific individual. However, contextually the perceived impact from the
interview indicated the conduct was offensive to the group of employees and provided an
example of how racism inhibited racial and cultural inclusiveness.
Interview participants also reported patient-initiated provider reassignment
requests based on the race of the provider. Participants highlighted explicit requests from
patients declining healthcare from racially and ethnically based providers within the
clinic setting.
“I think it's more commonly within the clinic patients to some employees, like
some patients, will not want to see certain doctors with last names from other
backgrounds.” (Participant #112)
“Most of the discussions I have heard have actually been aimed towards us, not
from us. We have had a lot of foreign medical graduates and people from other
countries be residents. And we have had patients who said, I am not seeing that
Chinese doctor. I am not seeing that Indian doctor or whatever, or, you know,
where is that doctor from? I don't want to; I can't understand them.” (Participant
#62)
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Racist behaviors and comments from patients sometimes occurred within the
confines of the provider-patient relationship. Sometimes, these situations were not
displayed openly in public but rather in private conversations during treatment. In the
interviews, one healthcare provider described encountering interactions with patients who
expressed comments or ideas shared with a perceived belief that the provider shared the
same attitude as the patient. These comments negatively depicted or disparaged a race
other than the provider’s perceived race.
“And so, it is on one hand; if I have patients that express ideology or commentary
that is not in line with this idea of cultural and racial inclusiveness, there is this
comfort as far as there's a patient-physician relationship and maintaining that
safety there. So, how do I engage or not engage these patients, especially? Most
of them make the assumption as a white physician that maybe I am in line with
this particular level of attitudes.” (Participant #72)
The individual interviews also described conversations that occurred among
employees that expressed racist statements about colleagues. The conversations included
racist attitudes, statements, or beliefs about someone belonging to a race other than the
attitude, statement, or belief shared. Participants reported other employees telling racist,
negative comments about a race other than their own in the interviews.
“I had one of a kind of eye-opening moments early on here was that I had an
employee who was complaining about another employee. The employee that was
complaining is Hispanic, and the employee she was complaining about is
Hispanic. She said the reason that we have such horrible employees is because
you hire people who speak who are bilingual, and it's like, what?” (Participant
#35)
The interview content included other forms of interpersonal experiences of racism
that were more subtle. Some interviews described uncomfortable situations, such as an
individual walking in on or overhearing conversations about race that were offensive.
Participants shared offensive interactions with the recipient that included encountering
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other employees having conversations about race, creating difficult circumstances for the
person who encountered the conversation. In some situations, the discussions continued,
despite an individual present who was not part of the offensive conversation.
“.... being the only person of color in my department is definitely difficult. I walk
into conversations I wish I never did. Comments are made regardless of me being
present or not, and I've gotten to learn that a lot of the employees do not respect
me” (Participant #81)
“… there have been times, situations where I would have to say more by not a
manager, having some racial comments. So, where you feel, and then you feel like
you can't go to someone because you don't know how to report this or what would
be what would happen? It's just. It's just comments that you know, you're over
here, it's more like overhearing they're not being direct to you, but these
comments are just so negative.” (Participant #21)
Some individuals also shared perceptions of how their race may affect colleagues'
perceptions of them and interactions with other employees. The personal interactions that
occurred and how they are processed internally by individuals are examples of
internalized racism based on the framework by Jones discussed in Chapter 1 (Jones,
2000). Internalized racism is one of the three levels of racism described in Jones’
framework. Participants also shared how individuals perceived their own internalized
thoughts about interactions with patients and other employees in a healthcare setting.
Their perceptions of racial and cultural inclusiveness in a healthcare setting were shared.
“I have felt of being a person of color is that it is kind of challenging to interact
with some of the other employees. I feel like I've gotten better at it, but it's
something that I have to work at. Whereas perhaps with, you know, the Caucasian
employees, I think things just kind of come naturally. But for me, it's always been
like I have to be very thoughtful in what I say and what I do.” (Participant #65)
“Having a staff that was bilingual, so of course, they came from my, you know,
my culture, and I could share those experiences and be comfortable around… I
would say, one of my clinics, that's when I feel most myself. I could say; however,
that does change once I go down to the administration site, and I have to
remember where I'm going…” (Participant #15)
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A participant interviewed reported perceiving challenges in communications with
colleagues because of race and being conscious of perceived racial influences in
workplace interactions. Another participant described the need to conform to the
dominant culture and experiencing a shift when traveling to the administration site. Both
of these examples described decreased racial and cultural inclusiveness.
Theme 2: Policy
Policy emerged as a detracting theme due to the ambiguous perceptions that
participants reported to the interviewer regarding their knowledge of how policy applies
to health equity and structural racism dynamics within Community Health of Central
Washington’s healthcare setting. Ambiguity and unawareness of an organization's
policies surrounding health equity and structural or institutional racism may challenge
inclusive healthcare by further confusing guidelines for handling complex issues within
an organization. Participants discussed policy in many of the interviews obtained, and
several participants stated that they were not aware of or were unsure of policy
surrounding health equity and structural or institutional racism.
“I mean, I don't know if there's any specific to our department other than the
mission statements of the organization as a whole, essentially to provide excellent
health care for all people of all walks of life and then nothing else different from
the American Psychological Association, just of beneficence, nonetheless, a sense
in those sorts of things that, again, just kind of echo the same thing just to give
great care to everyone on the whole.” (Participant #41)
“So, is there a specific policy? I don't know if there's a specific policy, Perse.”
(Participant #24)
Discussions with participants discussed various levels of awareness of what
policy or policies applied to health equity and structural or institutionalized racism. The
policies' processes appeared unfamiliar to the participants, and several individuals
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reported them as unknown in many interviews. Some participants expressed their opinion
that human resources (H.R) would be a resource for addressing dynamics of structural
racism, but a non-general consensus concerning what policy and procedure existed for
addressing structural racism surfaced in the participant interviews.
“I don't think I know the process. I know that for me, I would feel comfortable
enough to bring that up to a supervisor or to somebody in H.R. to have those
discussions. I know I would at least know that, but I'm not sure what the process
is for. I think within the organization, I'm not sure if they have like an actual, and
maybe this was brought up, but not in detail to me before. But I know obviously
for me, I would feel comfortable enough going to be like, hey, this happened.
What can I do from there?” (Participant #55)
Sometimes participants mentioned approaching a supervisor about concerns with equity
or structural racism policy. Participants reported that contacting a supervisor may be an
option they would consider.
“I don't know if there is a policy with regard to that, but if they one policy that I
noticed that I felt was. Racist or exclusive? I would. Bring it up with my
supervisor and take it from there, but again, I don't think it would actually result
in any kind of change.” (Participant #23)
Another participant acknowledged that they were not aware of a process and expressed
that it is being developed. Again, the participant discussed the human resources
department as a resource for addressing concerns about policy. There is no precise
process described, but the participant believed human resources might be an option.
“My mind worries that I would probably have been at a loss about who I bring
this up to, who do I discuss this with, and a lot of different ways. So, I'm not sure I
know we're developing that a little bit more, that it would probably go through
our H.R. department.” (Participant #32)
In response to the specific question of how Community Health of Central
Washington supported an authentic and early process for noticing, naming, and
addressing dynamics of structural or institutional racism within Community Health of
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Central Washington, participants sometimes discussed that there are policies of equity
inherent to an FQHC surrounding health equity. However, beyond the intrinsic FQHC
requirements, participants were often uncertain whether Community Health of Central
Washington had its policies for health equity and for addressing dynamics of structural or
institutional racism.
“I would question if we have other policies beyond that. Just naturally and see if
we have all these policies like we serve underserved, we see Medicaid, we see
Medicare, all those different things…We have policies around that, building
policies and stuff. Beyond that, I would be pessimistic that we have policies that
go beyond” (Participant #32)

The following response from a participant regarding how Community Health of
Central Washington supported a policy for addressing structural or institutional racism
illustrates the difficulty in addressing systemic racism because it is often embedded
deeply within structures and systems.
“I would say that probably is not a specific policy that I'm aware of. I think it's
tough. You know, it's tough to implement a policy about something that we all
are” (Participant #32)
As one participant pointed out, structural racism can be difficult to distinguish
within systems. They are often a part of the system that became indistinguishable and
evolved into accepted practices at the intraorganizational level. At this level, racism,
embedded into the internal climate, policies, and procedures, may have become
intraorganizational (Griffith et al., 2007).
Theme 3: Cultural Humility
Cultural humility emerged as the first supportive theme from the participants’
interviews. Griffith et al. described cultural humility as a humble and respectful attitude
toward individuals of other cultures that pushes one to challenge their own cultural
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biases, realize they cannot possibly know everything about different cultures, and
approach learning about other cultures as a lifelong goal and process (Griffith et al.,
2007). Participants described the need to approach patient care by developing skills to
address intrinsic biases and learn skills that allow healthcare providers to work with any
patient. Based on the healthcare workers' perceptions, these skills and insight may
positively impact racial and cultural inclusiveness.
“I need to develop skills that allow me to both have the insight about who I am so
I can process also how some of those interactions make me feel, particularly the
ones that really challenge who I am and find a way to do that and find other ways
to do that with. But also, how I could be a professional who is able to work in any
environment with any kind of patient.” (Participant #62)
A variety of healthcare professionals work in an FQHC environment with different roles,
experiences, and education levels. Not all individuals received the same training.
Recognizing skills and insight may vary considerably, even within the same setting.
“If I'm a medical assistant and I'm white, and I've gone through a nine-month
program, graduated high school, nine-month program. I don't know how fair that
is to expect that they're just going to be like, oh yeah, I've had a lot of privilege.
White privilege makes a lot more sense when you're sitting around with a bunch
of physicians and psychologists than it does when it's like privilege. What the hell
privilege have I had?” (Participant #25)
Acknowledging and accepting biases can be problematic. One participant described how
addressing biases was uncomfortable and that it was sometimes not faced or discussed.
“I think people just don't like to talk about these kinds of things, and they don't
like to face the fact that, hey, maybe I am a little racist, maybe I do have these
implicit biases. And so, we like to feel better about these things by either not
talking about it…” (Participant #23)
Another participant shared their perception of the importance of acknowledging and
talking about biases to bridge how people received health care positively or negatively.
“People don't want to go to a provider because of previous encounters that
they've had—just being sure that people are aware of those situations and how to
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make sure that they don't happen in their practice and making sure that they're
aware of just those intrinsic, innate biases that people have. I think that that's
probably the way, that's probably the only way that we're ever going to be able to
kind of even get close to bridging this divide between how people receive health
care in a positive and creative way or in a negative way. I think that you know,
the only way to actually do anything about it is to actually talk about it.”
(Participant #13)
Other perceptions shared included developing the appreciation for the diverse
backgrounds of the patient and the patient’s family. The participant described this
practice as allowing a holistic and logical solution to treatment and not forcing all
treatments to have a single approach. This quote described healthcare that considered
diversity and was adaptable to patient backgrounds as a positive aspect of racial and
cultural inclusiveness.
"So, I think where you're appreciating that people have a different lens through
which they're seeing the world in, that gathers data in a different way, and all that
data is super useful in trying to make a solution. That is holistic and logical and
doesn't try and fit medicine into one straight box or one straight, one single
answer that doesn't take into account the diversity of backgrounds of the people
taking care of the patient for the patient, their family." (Participant #112)
Addressing the cultural diversity of the population that the FQHC served by
recruiting residents and staff reflective of the patient population was also presented as a
perception of racial and cultural inclusiveness in a healthcare setting that emerged from
this study. The interview data highlighted the importance of diverse staff representing the
population the FQHC served and becoming more aware of recruiting and selecting
diverse candidates to achieve a racially and culturally inclusive healthcare environment.
An essential component in creating a workplace environment reflective of the
organization's population included cultural humility. Addressing biases in the recruitment
and hiring process are examples of how an organization may incorporate cultural
humility to increase racial and cultural inclusiveness.
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“I think the only real cultural diversity that we really had was probably our
residents, and they were coming to us from a myriad of different places and with a
myriad of different backgrounds, ethnicities, you know, cultural differences and
whatnot. But when you looked at this staff, it was pretty homogeneous in the
makeup as we started, you know, becoming a community health center, it became
really obvious that that as we saw that population of patients that we served
starting to kind of change.” (Participant #101)
Cultural humility involved recognizing that intrinsic biases influence how
individuals perceive other cultures, which intrinsic values influence (Griffith et al., 2007).
Reducing or eliminating biases in the hiring process may have positive effects on
increasing racial and cultural inclusiveness. A participant in the study described the
process of recruitment and hiring through a lens of cultural humility. The interview
described that the hiring committee must remove photos from the review process to
eliminate biases and create a diversity committee to increase awareness of inclusiveness.
“We even this last year, we removed photos, for instance, from our applicants
when we were reviewing them, and so that took away an aspect, of course,
visually seeing someone before we interviewed them, which I felt was a good way
of eliminating maybe a bias that we might have had. So, I mean, there are, and I
can see within the organization how inclusiveness is being promoted with
different committees like a diversity committee and things like that to build
awareness and things like that because to be aware is very important.”
(Participant #61)
Another interview described other methods of implementing cultural humility into the
interview process. The participant stated that the fellowship application included a
question regarding the role of family medicine in systemic racism. The process of
acknowledging inherent biases and how these biases may affect systems of healthcare
further exemplified the theme of cultural humility.
“We are looking at our interview process. So, this past year, we've included
within our family medicine resident applicants and a few days, as well as our
psychology internship and fellowship application, the question of what role does
primary care or family medicine play in systemic racism?” (Participant #32)
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Another participant described the importance of recruiting medical students who
represented the diversity of the race and culture of the population served by the FQHC.
The interview below discussed that more outreach is required to address Hispanic
physicians' underrepresentation and recruit different people in the provider core.
“…specifically, the recruitment of physicians who were hoping to practice in this
area. It's recognizing the paucity of basically students, I guess, medical students.
So, people of color, medical students that we can potentially recruit the
underrepresentation of our 50 percent Hispanic patient population and that lack
of translation into the care team and outreach efforts to somehow address that
deficit, especially since there's a medical school here in town.” (Participant #72)
“I was surprised that I didn’t see that there was more culture within our
particularly within our provider core and also that we haven't. I don't think we
have made a concerted effort to recruit, to recruit different people in our provider
core, particularly.” (Participant #35)
4: Equity and Language Access
The fourth theme that emerged from the data analysis was equity and language
access. Individual interviews included discussions about the need for healthcare providers
to recognize that not all individuals have access to the same resources or healthcare
options. The participants discussed in the interviews that they recognize equitable
healthcare as a component of racial and cultural inclusive healthcare. In some interviews,
participants described equity as a financial impact rather than a racial or cultural impact.
However, the inequities of racial and cultural healthcare intersect with economic
inequalities; the research established and documented that poverty disproportionately
distributed in racial and ethnic groups had a direct link between socioeconomic and
health status (Thomas, 2014)
“Oh, I, I’ve often felt that providers need to, more readily, try to understand the
perspective of their patients and where they’re coming from. I had found some
very, very compassionate physicians in my lifetime. But others, not so much. And
you have a patient who doesn’t have money to buy medicines, and the money they
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have, it’s either you pay rent, or you’re out or buy medicine. They are going to
pay the rent. And physicians who have not shown the compassion to understand
that.” (Participant #101)
Meeting the needs of patients that were not getting their needs met elsewhere and
viewing health care as a right, not a privilege, were additional perceptions of how a
healthcare setting created a more racially and culturally inclusive environment.
“And even though education is a tremendously important piece of our mission, to
me, our real mission is meeting the health care needs of our community and
reaching out and, you know, attending to those needs of those patients that are
not getting their needs met elsewhere.” (Participant #24)
Participants also described a racial and culturally inclusive healthcare setting where the
organization and its members advocated for equitable healthcare and were proponents of
the concept that healthcare is a right, not a privilege.
“The health care organizations. I guess working for an FQHC; it is my belief and
the overwhelming belief in the organization that health care is a right, not a
privilege, and that regardless of what you believe or who you are or where you
stand on things, you are entitled to-and that that's what we do” (Participant #14)
Language access emerged as an essential aspect of racial and cultural inclusiveness. The
participants had numerous perceptions of how bilingual staff and interpreter services
positively impacted racial and cultural inclusiveness in healthcare.
“We have way better access to better interpretation at our clinic because so many
staff are bilingual and are just free to drop everything and come in with you at a
moment’s notice. In my prior clinic, it was more like the patient had to call and
get one, or there was an interpreter for one, but it worked terribly. And the quality
of that interpretation is way better just because the person is right there in the
room.” (Participant #112)
Several interviews highlighted the importance of bilingual staff for achieving
racial and cultural inclusiveness. Participants also discussed how through the assistance
of bilingual staff and interpreters’ patients received healthcare services. Eliminating
language barriers was described as an integral and critical component of racial and
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cultural inclusive healthcare based on the perceptions shared by healthcare workers in
their interviews.
“For example, you would be able to speak with someone without requiring the
telephone interpreter, which is onerous and painful. There are lots of folks who
speak English and Spanish. So, if it were me, I would find that to be really
helpful.” (Participant #45)
Participant interviews commonly discussed how bilingual staff and interpreters are
essential to providing care to healthcare settings.
“I think with the help of interpreters and the staff who do speak Spanish, we're
able to provide that care to people…” (Participant #142)
Language access in a patient’s primary language was described as necessary to provide
care to the population served. The interviews described how essential bilingual staff and
interpreters who provided language access have been to racial and cultural inclusive
healthcare.
Theme 5: Empowerment and Safety
The final theme that emerged from this analysis was empowerment and safety.
Perceptions from this case study of racial and cultural inclusiveness in healthcare
included an environment where healthcare workers and patients were empowered and
safe. In the interviews, healthcare workers' perceptions described a healthcare culture that
fostered empowerment, encouraged safe communication, and cultivated physical, social,
and emotional safety for healthcare workers and patients. A racial and culturally inclusive
healthcare environment also provided employees and patients with an atmosphere that
encouraged inclusion, acceptance, and valued individuality.
"Any time staff can feel more supported; I think that that transfers to patients."
(Participant #152)
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Participants described communicating ideas safely and learning from sharing different
perspectives and opinions in the individual interviews.
"I feel like I have the liberty to provide solutions and the solutions, we try them
out, and they work, and sometimes they don’t; we learn from that and move and
keep on moving them." (Participant #21)
A racially and culturally inclusive environment also supported individuality and freedom
to express oneself according to the perceptions of participants interviewed.
"…the environment itself feels very open where you don't have to feel like you
can't be yourself…" (Participant #43)
Participants also described their perception of a racially and culturally inclusive
healthcare environment as a supportive, understanding environments for all patients.
Descriptive words such as compassionate, comfortable, and safe were used in several
interviews when describing racial and cultural inclusiveness in healthcare.
“I think it may be multifaceted on different levels. So, inclusiveness, you know,
really working from the ground up means that for patients that this is an
environment where they can come in, they feel supported, they feel understood,
they feel valued. And regardless of race, experience, gender identity of their
attendings, of their care team, that includes the MA’s (Medical Assistants) and the
nurses. And so, the patient themselves feel like this is a safe place where they will
receive care that is compassionate and really the standard of care.” (Participant
#72)
Numerous interviews with participants discussed the importance of feeling safe and
welcomed in a healthcare setting. Participants described a racially and culturally inclusive
healthcare environment where individuals feel comfortable and seek healthcare.
“Creating a space that's comfortable enough for a person that perhaps has never
felt comfortable before and creating those spaces where they feel comfortable
enough to actually seek care.” (Participant #55)
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Participants’ perceptions of racially and culturally inclusive healthcare included a
welcoming space where patients’ concerns are listened to, and the necessary actions to
make progress in their health are understood.
“I always think, like every patient or family that comes in the door should feel like
they are welcome there like their concerns are being heard and that before they
walk out the door, you know, they kind of have an understanding of what they
need to do in order to make the best progress in their life from that point out.”
(Participant #22)
This qualitative study concluded that five themes emerged from the thematic
content analysis and inductive coding. The five themes encompass components of racial
and cultural inclusiveness at this FQHC. The themes presented in this study are
multifaceted and intertwined. They represented a breadth of perceptions of racial and
cultural inclusiveness in a healthcare setting derived from the lived experiences of 28
healthcare workers. The research team of four coders condensed the overarching themes
from 54 parent/hierarchical themes and hundreds of individual codes. The themes
identified revealed both positive and negative elements of healthcare workers' perceptions
of racial and cultural inclusiveness in a healthcare setting.
This chapter summarized the findings from 28 interviews with healthcare workers
regarding their perception of racial and cultural inclusiveness in healthcare. A summary
of findings was presented alongside direct quotations to center healthcare workers’ voices
and to remain in line with the thesis project’s overarching goal of capturing the
perception of racial and cultural inclusiveness based on the lived experiences of
healthcare workers.
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CHAPTER 5
DISCUSSION

This study examined healthcare workers' lived experiences, explored their
perceptions of racial and cultural inclusiveness in healthcare, and utilized the data to
inform the development of a survey instrument to measure racial and cultural
inclusiveness in an FQHC organization. This study interviewed 28 healthcare workers,
and the data from the collective experiences and perceptions of these healthcare workers
were analyzed. Five themes were identified and used to develop a survey instrument to
measure racial and cultural inclusiveness. This chapter presents the key findings of this
study and how these findings apply to existing literature. This chapter will discuss the
strengths and limitations of the study’s research methodology and the implications of the
key findings for the healthcare field. Also included are recommendations for future
research in this area.
Summary of Key Findings
Qualitative analysis of interview data revealed five themes related to racial and
cultural inclusiveness in their healthcare setting. These five themes are racism, ambiguity
surrounding policy and procedures related to racism, cultural humility, equity and
language access, and empowerment and safety. Each will be explored further.
The first theme, racism, was a frequent and reoccurring theme throughout the
interviews. In a healthcare setting, racism presents itself in many different forms as a
detracting factor in racial and cultural inclusive healthcare. In this study, healthcare
employees frequently mentioned racism’s role in reducing racial and cultural
inclusiveness in healthcare. The prior research on racism, Levels of racism: A theoretic
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framework, and a gardener’s tale discuss the three levels of racism in society was helpful
in the interpretation of this study’s findings. Interviews from this study included
examples of all three levels of racism. Racism existed in three forms, institutionalized,
personally mediated, and internalized (Jones, 2000).
Participants shared multiple examples of personally mediated racism initiated by
patients and colleagues. In this study, healthcare workers' perceptions supported that
racism persisted and negatively impacted racial and cultural inclusiveness in the
healthcare setting. Racism presented as provider reassignment requests from patients
receiving care from providers they perceived as racially or ethnically different from
themselves. Patient-initiated requests for a different provider based on race created
negative situations that adversely affected the provider’s health. Patient-initiated biases
have been prevalent in the healthcare system. In Tran’s (2020) study of over 1000
healthcare workers, 22% of physicians experienced patients requesting a different
caretaker due to their race and 32% due to their ethnicity. African Americans (70%) and
Asian doctors (69%) were more likely to have experienced biased comments from
patients. These situations fostered a racist environment for minority healthcare workers
and negated racial and cultural inclusiveness.
Jones (2000) reported that study participants also discussed the dynamics of
internalized racism. Minority healthcare workers reported feeling that they were
perceived differently by non-minority coworkers or situations where they thought they
had to change behaviors to conform to the majority. These descriptions were consistent
with Jones's framework surrounding internalized racism and contributed to a less racially
and culturally inclusive healthcare environment (Jones, 2000).
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Theme two in this study emphasized the importance of policy and how unclear
and not poorly understood policy may have contributed negatively to racial and cultural
inclusiveness. The qualitative data analysis revealed that ambiguous misunderstood
policy detracted from racial and cultural inclusiveness. This suggests that informed
awareness and consistent understanding of policies were central to racial and cultural
inclusiveness and an essential component to measure.
Dismantling Racism (Griffith et al., 2017) presented a framework that focused on
addressing oppression within multiple levels of an organization through policy. At the
inter-organizational level, confronting racism focused on the organizational policies and
procedures. Policies and procedures, even when not intended, may have contributed to
healthcare disparities. The framework discussed the importance of understanding how
racism functioned in a healthcare system and, ideally, how it functioned within one’s
organization. Monitoring and evaluating organizational policy's influence and application
have been essential for a racially and culturally inclusive healthcare environment.
Theme three centered on incorporating cultural humility in healthcare. The data
analysis from this study found that cultural humility was supportive to racially and
culturally inclusive healthcare. Participants' interviews described cultural humility and
discussed the necessity of becoming aware of implicit biases and the positive effect this
awareness cultivated for inclusive healthcare. The literature supported that healthcare
structures that required healthcare providers to examine their own biases and
acknowledge power dynamics might have improved health equity through the social
cognitive theory of health. Individual providers dismantling their social systems of
inequitable healthcare through focusing on their clinical interactions might have
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increased cultural humility. By addressing personal biases, healthcare providers might
have become aware and assessed their contribution to discriminatory health care services.
Through this process, providers might have increased respect for and responsiveness to
diverse patients' health beliefs, practices, and cultural and linguistic needs, bringing about
Theme four described healthcare workers' perceptions of equitable healthcare and
language access. These interviews suggested that equity and language access were critical
to promoting racial and cultural inclusiveness in healthcare. The literature that supported
equitable healthcare reduced health disparities for marginalized, minority populations and
was a critical factor in creating an organizational structure that valued diversity (Breunig,
2019). Equitable healthcare has been a complex issue requiring the involvement of many
different systems in addressing inequities.
Participants discussed that equitable healthcare intersected with many factors,
including socioeconomic, racial, and cultural barriers. The ability to obtain healthcare
services in an individual’s primary language emerged from the research data as a vital
component of racially and culturally inclusive healthcare. Studies documenting health
disparities between English-Proficient and Limited English Proficiency (LEP)
populations in the United States and limited English proficiency were considered barriers
to health care supported the importance of language access (Applebaum etal., 2016).
Participants shared that language access was essential for racially and culturally
inclusive healthcare because limited English proficiency has historically been a
significant barrier and created even greater obstacles for those seeking health care by
compounding other existing barriers. Additionally, limited English proficiency has
negatively correlated with receiving preventive care, such as breast and cervical cancer
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screenings, adhering to treatment plans, and healthcare satisfaction. The importance of
language access emerged as an important issue in other studies as well. Speaking another
language exclusively and speaking another language more fluently than English were
both indicators of a lower rate of receipt of preventative care (Applebaum etal., 2016).
Data from healthcare workers interviewed for this study concluded that removing
language barriers allowed healthcare providers to promote more appropriate racial and
cultural inclusiveness.
The importance of access to quality language for racially and culturally inclusive
healthcare was repeated numerous times by participants and documented in the literature
review as an essential aspect of health equity. Methods such as standardization of medical
interpreter training and certification may positively impact eliminating barriers to
equitable healthcare for LEP patients. In studies reviewed, various individuals often
provided interpreting services in the healthcare setting, and their language capabilities
may have differed. Language access has been a critical component in providing safe
medical care. Studies have demonstrated that interpretation errors have occurred,
including omissions, embellishments, false fluency, paraphrasing, and giving opinions
when family members and bilingual clinical staff interpreted (VanderWielen etal., 2014).
Health care disparities, ranging from reduced satisfaction with patient-provider
interactions to incorrect or insufficient medical treatments, have been attributed to
language barriers and documented in the literature (VanderWielenetal., 2014).
The fifth theme that emerged from the data analysis was empowerment and
safety. The information shared in several interviews examined the roles that
empowerment and safety have had in racially and culturally inclusive healthcare
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environments. Participant responses highlighted various perceptions of how
empowerment positively impacted the environment indicating an important contribution
to racial and cultural inclusiveness. Interview discussions described racial and culturally
inclusive healthcare practices that encouraged inclusion, acceptance, and valued
individuality.
A mixed-methods study (Bravo et al.,2015) examined empowerment in healthcare
and determined that moving from paternalistic healthcare delivery models to more
equitable and collaborative healthcare delivery models was beneficial. Empowerment in
healthcare often referred to the control patients had over their health and medical
condition combined with their ability to be involved in their healthcare. Patient
empowerment enabled patients to advocate and manage their healthcare as they used
healthcare services. The patient obtained the knowledge, skills, and awareness, creating a
new process of health self-determination in which the health care professionals and
patients established a partnership. This empowerment approach developed a relationship
between patients and providers in which joint responsibility played a significant role in
achieving agreed-upon health outcomes. The empowerment model encouraged respect
from healthcare professionals who assisted the patient in making decisions about their
health. Patients were encouraged to collaborate with the healthcare professional to share
information but still made healthcare decisions (Bravo et al, 2015).
(DeMeester et al, 2016) reported that the Shared Decision Making Model (SDM)
incorporated similar concepts of the empowerment model by encouraging patients to
participate in healthcare decision-making. SDM enabled patients and clinicians to work
together to reach medically sound care decisions, responsive to patients’ preferences and
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values. This model also promoted a welcoming, patient-centered environment which
further supported the descriptions of racial and cultural inclusive healthcare themes that
emerged from this study. SDM focuses on creating an inviting physical environment and
patient-centered environment to promote trust and the safety to discuss sensitive
information.
Using Qualitative Data to Develop Survey Instruments in Healthcare Settings
Data gathered in this study aided in establishing the value of qualitative datainformed methodology tools used to assess racial and cultural inclusion in healthcare.
The literature established that prior studies collected qualitative data to create
measurement tools. Instrumentation developed from qualitative data has long been
considered an acceptable and positive approach to developing measurement tools
(Carrington et al, 2015). Therefore, a major contribution of this thesis research is the
foundational perspectives of healthcare workers in the development of a measurement
tool that will be used to identify needs and gaps related to racial and cultural inclusion in
a safety-net delivery system such as an FQHC.
This research amplified the voices of 28 healthcare workers who provided
healthcare services to over 28,000 patients. The five themes identified in this were
emblematic of the common themes of racial and cultural inclusiveness in healthcare
found in the literature. The literature also supported the development of survey
instruments based on qualitative data.
Implications for Healthcare
There were several implications in this study for improving public health and
healthcare. The overarching implication was that there remains much work on multiple
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levels to support racially and culturally inclusive healthcare, decrease health disparities
and reverse the harmful effects of racism. Many participants described their experiences
with racism in a healthcare setting, and this study affirmed that racially and inclusive
healthcare remained a challenging goal. The information from this study suggested that
traditional efforts focused on reducing health disparities in minorities are not enough.
Additionally, racism’s role in healthcare needs to be understood and communicated on
many levels.
This study added to the research by exploring the collective experience of
Community Health of Central Washington employees and their perceptions of racial and
cultural inclusiveness. This study generated valuable data considered in the development
of a survey instrument. The survey instrument designed through this study is a custom
metric of racial and cultural equity and inclusion within Community Health Central
Washington. An added benefit of the survey instrument is that it can be implemented
based on the organization's needs.
In conclusion, while racially and culturally inclusive healthcare has historically
been complex and multi-faceted, the information from this study helped to further the
understanding of healthcare workers' perceptions of racially and culturally inclusive
healthcare. This study revealed themes that emerged from the data, and those themes
were utilized to create a specific survey instrument.
Limitations of the Study
This study included several limitations. First, the findings may not have been
generalizable to all healthcare workers in an FQHC setting. The participants in this study
were self-selected. Therefore, participants' experience and perception of racial and
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cultural inclusiveness may not have represented the general population of their peers and
may have created gaps in the data. Cultural inclusion and racism were central themes of
this research study, and Community Health of Central Washington employees may have
viewed discussions of these topics as volatile subjects in the current social and political
climate. Participants may have been reluctant to candidly share their opinions and
experiences regarding cultural inclusion and racism, especially in a work environment.
Social desirability bias may have influenced participants' responses, and the researcher
could not validate the provided data. This study sought to obtain a strata sampling based
upon roles within the organization. The sample produced demographics that were not
consistent with the racial and ethnic Washington State FQHC Aggregate Demographics,
limiting the study.
An aspect of the study that provided both strengths and limitations was limiting
the population to one FQHC. The limited population allowed data to emerge specific to
experiences of healthcare workers who share some similarities in their present context
related to healthcare, patient population, and location. While restricting the sample to a
group with similar characteristics had its strengths, there were limitations to the study
based on the study sample.
While this study sought to be as inclusive as possible, the recruitment may have
eliminated many influential voices from contributing to this study. The email recruitment
process was efficient but generated an unequal stratification. The email recruitment
initially produced too many volunteer participants in two stratified groups and failed to
illicit enough responses for a sufficient sampling in two other stratified groups. Four of
the five stratified groups required modifications of the initial recruitment process, and
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ultimately only three of the five stratified groups achieved the desired sampling size of
six to eight participants. During the study recruitment process, the researcher learned that
a limitation existed. The Organizational Leadership group within the organization
included only six individuals and limited the ability of the researcher to recruit six to
eight participants.
The inclusion of only staff perceptions also limited this study. Patients and
community board members are critical components of an FQHC, and it is essential to
involve this demographic’s perceptions in studies of racial and cultural inclusiveness.
Further limitations of this study include the limited time duration of the study.
While the research design included two weeks of interviews, this may have been
challenging for healthcare workers whose schedules could be established far in advance
and difficult to modify. Extending the time frame or having multiple interviewers could
have compensated for this limitation.
This study utilized a qualitative grounded theory case study research method.
While a qualitative phenomenological case study design provided valuable data about
participants' lived experiences, researcher bias may have influenced the results. To add
additional objectivity and address researcher bias to this study, the researcher involved
secondary coders for the thematic content analysis. The researcher implemented
bracketing to identify where the researcher may have introduced bias into the research.
The researcher conducted bracketing/memos daily to ensure adequate documentation and
addressed any bias. The research design accounted for inherent researcher bias and
included methods to reduce research bias.
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A qualitative methodology has been used within research to harness and explore
the lived experience of the participant. Bracketing for qualitative data ensured that the
researcher addressed and confronted biases regarding the research conducted. Personal
experiences and biases inherently existed and must be acknowledged and addressed to
mitigate research from being influenced by the researcher's preconceived ideas.
Bracketing incorporated objectivity into qualitative research, which is inherently
subjective. The subjective nature of qualitative research may have allowed the
researcher’s values, experiences, emotions, and preconceived ideas to influence the study
unconsciously, and these biases were explored and acknowledged through bracketing
(Tufford, Newman, 2010).
A final limitation of the study was that the information from participants consisted
of only one interview. Multiple interviews could have built deeper rapport, trust, and
openness with the individuals and allowed further inquiry into areas explored in more
detail.
Implications for Future Research
This study sought to understand how healthcare workers perceived racially and
culturally inclusive healthcare to inform the development of a survey instrument. Further
research that uses this survey instrument to actually measure cultural and racial
inclusivity in healthcare settings might be informative. Future research can also explore
the impact of healthcare workers' experience in actually integrating racially and culturally
inclusive healthcare methods. Research that examines if surveying healthcare
professionals can actually promote more racial and cultural inclusion would also add to
the knowledge base.
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Additional research is recommended to explore the perceptions of the
underrepresented strata from this study, Residents, Fellows, and Interns. This group may
offer valuable insight and perspective. It may be beneficial to design a study of this
demographic group once they have exited their residency, fellowship, or internship. The
underlying power dynamics, program demands, and expectations may contribute to the
difficulty experienced in recruiting the desired sampling size. These modifications would
accommodate those restrictive factors and may illicit greater response with more candid
perceptions shared.
Additionally, scaling up the study to explore the FQHC patient and community
health board perceptions of racial and cultural inclusiveness are needed to bridge the gap
of the voices not included in this study. Recommendations include interviewing patients
and comparing patient perceptions of racial and cultural inclusiveness to staff
perceptions. A study designed to match the participant demographics with community
demographics is essential in other study designs.
The survey instrument is developed, and pretesting has set the groundwork for
validating the survey instrument. Factor analysis of this survey instrument would validate
the instrument and further prepare it to be mobilized for use and implemented in practice
adding to the value of the survey instrument.
In conclusion, conceptions of racially and culturally inclusive healthcare and
reducing health disparities continue to be essential research topics. The participants in
this study shared insights about racial and inclusive healthcare and how racism and
ambiguous institutional policies challenge quality healthcare. The lived experiences
reflected in the participant’s interviews recognize the importance of acknowledging
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systems that do not promote racial and cultural inclusiveness, the urgency of dismantling
these systems, and the critical need for more work to be done in this area. In closing,
participants in this study shared that systemic racism in healthcare continues to be
prevalent, embedded in policies, and based on the words below, addressing these systems
in healthcare is in an infancy stage for change.
“The systemic racism and all of the current kind of policy that keeps things in the
current status quo, I think, again, that for us, I believe in our infancy…”
(Participant #72)
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APPENDIX A
DEFINITIONS

A-1 Definitions
American Indian/Alaskan Native: A person with origins in North and South America
(including Central America) and who maintains tribal affiliation or community
attachment (US Census Definition, 2020).
Bracketing: A method used in qualitative research to mitigate the researchers'
unacknowledged preconceptions that may flaw the research process through reflection
and may involve the use of writing memos throughout the data collection as a means to
examine and reflect on the researcher’s engagement with the data (Tufford, Newman,
2010).
Collaborative Healthcare Delivery: a healthcare model that includes each healthcare
professional coordinating healthcare with other healthcare professionals to avoid
redundancies, deficiencies, and mistakes (Beck, 2010)
Culture: A group of people who share beliefs, values, or practices such as language, diet,
and dress (Curtis et al., 2019).
Culturally Competent Healthcare: Healthcare respectful of diversity in the patient
population and cultural factors that may affect health and healthcare, such as language,
communication styles, beliefs, attitudes, and behaviors (Steeleman et al., 2015).
Cultural Humility: is a humble and respectful attitude toward individuals of other cultures
that pushes one to challenge their own cultural biases, realize they cannot possibly know
everything about different cultures, and approach learning about other cultures as a
lifelong goal and process (Griffith et al., 2007).
Diabetes: A chronic health condition that affects the conversion of food to energy
through the inability of the body to produce insulin (T-1) or the inability to produce
sufficient insulin (T-2) (Centers for Disease Control and Prevention, 2020).
Federally Qualified Health Center (FQHC): Healthcare facilities providing
comprehensive services to underserved areas or populations funded under Section 330 of
the Public Health Service Act (PHS) (FQHC.org, 2020).
Fereday, J., & Muir-Cochrane, E. (2006). Demonstrating Rigor Using Thematic Analysis:
A Hybrid Approach of Inductive and Deductive Coding and Theme
Development. International Journal of Qualitative Methods, 80–
92. https://doi.org/10.1177/160940690600500107
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Gestational Diabetes: Glucose intolerance that first presents itself during pregnancy.
Gestational Diabetes typically resolves at the end of the pregnancy but increases the risk
of the affected mother and child developing type 2 diabetes at another point in life
(American Diabetes Association, 2013).
Health Equity: Ensuring opportunities for everyone to attain their highest level of health
and live their healthiest life possible and removal of obstacles such as poverty,
discrimination, and their consequences (Braveman et al., 2017).
Marginalized Groups: Social groups based on skin color, national origin, religion, wealth,
disability, sexual orientation, gender identity, or gender are excluded from full
participation in society and from sharing the benefits of participation (Curtis et al., 2019).
Paternalistic Healthcare Delivery: The Paternalistic Model In a healthcare context, it is
defined as using “paternalism” and occurs when a physician or other healthcare
professional makes decisions for a patient without the patient's explicit consent. The
physician or healthcare professional believes the decisions are in the patient’s best
interests but does not consider the patient in the decision (School of Medicine University
of Missouri).
Race or racial group: Belonging to people who share a common ancestry from a
particular global region. Common ancestry is often accompanied by superficial secondary
physical characteristics such as skin color, facial features, and hair texture (Curtis et al.,
2019).
Racial and cultural inclusiveness: An environment where all people feel socially,
emotionally, and physically safe and enabled to be themselves and to ask for what they
need without fear; culturally inclusive healthcare institutions support and facilitate
service providers to relate to all cultures (Malatzky, Shaburdin, Bourke, 2020).
Racism: The belief that some groups of people are better than others, or
the unfair treatment of someone because of his or her race (Jones, 2000).
Safety Net: Safety net practices are defined by the Institute of Medicine (IOM) as “those
providers that organize and deliver a significant level of health care and other needed
services to uninsured, Medicaid and other vulnerable patients." (Agency For Healthcare
Research and Quality, 2021).
Social Desirability Bias: Research-sensitive questions may be inaccurately responded to
or avoided altogether because the responder perceives that the answer is either a risk or a
gain (Krumpal, 2013).
Social Justice: The view that everyone deserves equal rights and opportunities (American
Public Health Association, 2020).
Structural/Institutional Racism: Race-based unfair treatment built into policies, laws, and
practices (Curtis et al., 2019).
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APPENDIX B
PRELIMINARY EMAIL

B-1: Preliminary Email to CHCW Employees
In the next few days, you will receive an email from a Central Washington University
(CWU) Graduate Student, Jolene Rios, Jolene.Rios@cwu.edu, inviting you to participate
in a research project. This research, led by CWU, will look at racial and cultural
inclusiveness in healthcare, especially at CHCW. The CHCW Leadership Team
encourages your participation in this study to fortify a culture of inclusion and
community. Your participation in this study is completely voluntary. No one you are
working with, including your supervisor, will be informed of your responses.
Participation is completely voluntary and will not affect your employment in any way.
•

If you choose to participate in this research study, you will be asked questions on
a computer by an interviewer that does not work at CHCW.

•

These questions will be asked on a designated computer in a private room at
CHCW.

•

No one outside the CWU study, including supervisors and staff at CHCW, will be
able to listen to the interview; the interview will be password protected on a
password-restricted computer.

•

The interview will be conducted during work hours with permission from CHCW
Human Resources Department.

•

The interview takes around 45 minutes and is very informal.

•

Your answers will be kept confidential. Your interview will be assigned a number
code. Your name will not be used in the research.

•

Participation in this research is completely voluntary. You may choose to stop at
any time. You do not have to answer questions that you do not feel comfortable
answering.

•

Scheduling will be coordinated through Laura McClintock at
Laura.McClintock@chcw.org. Please contact Laura McClintock by March 19th if
you wish to participate.

Details about the research project will be emailed to you in the next few days. You will
be able to ask any questions that you have about the research project with the researcher
as well.
Have a wonderful day.
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APPENDIX C
RECRUITMENT EMAIL

C-1: Recruitment Email to CHCW Employees
I am a public health graduate student at Central Washington University. I am completing
research for my thesis project and am looking for volunteers to participate in a recorded
audio interview. My research project examines racial and cultural inclusiveness in
healthcare, and the information gathered in the recorded interviews will be used to create
a survey instrument that Community Health of Central Washington will be able to use to
measure racial and cultural inclusiveness within their organization.
I am asking for you to participate in a recorded audio interview about racial and cultural
inclusiveness in your work setting at Community Health of Central Washington. To
participate, you must be
•

Over the age of 18

•

An employee, resident, fellow, or intern at Community Health of Central
Washington

•

Able to use Zoom to do the interview (OR able to call a 1-800 number)

•

Able to do the interview by: Interviews will be conducted March 29nd thru April
11th between 7:00 am to 7:00 pm Monday thru Sunday.

The interview should last about 45 minutes, but please allow up to an hour to allow for
instructions and setup. Your audio (voice) will be recorded, but not your video
(picture). I will ask you pre-scripted questions about racial and cultural inclusiveness
within Community Health of Central Washington. No personal or identifying information
will be collected during the interview. The information you provide in the interview will
not cause you to be singled out. The knowledge that you share is valuable, and what you
state in the interview will not be linked back to you in any way. The data you provide
will be combined with other data and reported in a summarized form with no individual
information included.
You will be asked to complete a short demographic survey before the interview and will
be assigned a participation number for data collection purposes, so your name and
identify will not be included with the recorded audio interview.
Your privacy and the confidentiality of your participation is important to this research
and to CHCW. If you choose to participate in this research study, there will be a
designated computer in a private room at CHCW for the interview, and the interview will
be conducted during work hours with permission from CHCW. However, participation is
voluntary, and participating or not will have no effect on your employment.
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The confidentiality of your participation is important, and to help ensure confidentiality
of data, a two-factor authenticity and dedicated resource employee for privacy of persons
will be used throughout the research process.
If you are interested in participating, please contact Laura McClintock. I will email a
consent form to sign online, and then you will be forwarded the demographic survey to
complete. Thank you for your interest in my research study, and I look forward to
working with you.
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APPENDIX D
INFORMED CONSENT FORM

D-1: Informed Consent Form
Central Washington University
The Development and Validation of a Survey Instrument to Assess Racial and Cultural
Inclusiveness: A Case Study
Investigator: Jolene Rios, Health Sciences, Public Health,
Jolene.Rios@cwu.edu
What you should know about this study:
•
•
•
•

You are being asked to join a research study.
This consent form explains the research study and your part in the study.
Please read it carefully and take as much time as you need. You will get a copy to
keep.
Ask questions about anything you do not understand now or when you think of
them later.

You are a volunteer. If you do join the study and change your mind later, you may quit at
any time without any penalty.
Why is this research being done?
We want to understand better perceptions of racial and cultural inclusiveness within
Community Health of Central Washington. The data collected from this interview will
be used to develop a survey instrument to measure racial and cultural inclusiveness in
healthcare within Community Health of Central Washington. You may not directly
benefit from taking part in the research. However, we hope the results of this study will
help us better achieve health equity and racial and cultural inclusion within Community
Health of Central Washington.
What will happen if you join this study?
If you agree to be in this study, we will schedule a time to complete an individual
interview via Zoom. We will not use your name on our notes or in the written report
unless you give us permission to use your name.
You can agree to be in the study now and change your mind later. If you want to
withdraw from the study, we will ask you whether we may use any information gathered
up to that point.
What information about you will be kept private, and what information may be given
out?
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Taking part in this study is voluntary. You can stop at any time. Information about you is
confidential, but necessary to contact you about where and when the interview will occur.
We will not identify you in any way in our notes and reports unless you give us specific
permission below. The possible risks involved in this study are a potential loss of
confidentiality or privacy. We will make every effort to prevent this loss by keeping
information in locked or password-protected electronic files. Some participants may feel
uncomfortable discussing topics of race and culture inclusiveness within Community
Health of Central Washington, but you may choose to skip any question you do not wish
to discuss or to end your participation at any time without penalty or loss of any benefits
to which you are otherwise entitled.
What should you do if you have questions about the study?
Call the principal investigator, Jolene Rios, at
. You may contact the
HSRC if you have questions about your rights as a participant or if you think you have
not been treated fairly. The HSRC office number is (509) 963-3115.
What does your signature on this consent form mean?
By signing this consent form, you are not giving up any legal rights. Your signature
means that you understand the study, have been able to ask questions about the
information given to you in this form, and you agree to join the study.
Initial here ______ if you give permission for your name to be used in notes and reports.

Participant’s Signature:

Date:
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APPENDIX E
DEMOGRAPHICS

E-1: Demographics Survey
What is your age?
18-29
30-39
40-49
50-64
65-74
75-84
85+
Prefer not to say

Are you of Hispanic or Latinx origin?
Yes
No
Prefer not to say
What would best describe your race?
American Indian/Alaskan Native
Asian
Black
Native Hawaiian/Other Pacific Islander
White
Other (Please specify):
Prefer not to say

What is the highest degree or level of education you have completed?
Less than a high school diploma
High school degree or equivalent
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Technical certificate/training
Associates degree (e.g., AA, AS)
Bachelor’s degree (e.g., BA, BS, BSN), Master’s degree (e.g., MPH, MS, MBA, MP,
MSN)
Professional degree beyond a bachelor’s degree (e.g., MD, DNP) Prefer not to say

How many years of experience do you have working in a healthcare setting?
Less than one year
1-4 years
5-9 years
10-14 years
15+ years
Prefer not to say

Approximately how many hours of formal training have you had surrounding the concept
of racial and cultural inclusiveness?
None
Seminar or training (please specify how many)
Academic course (please specify how many)
Prefer not to say
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APPENDIX F
INTERVIEW PROTOCOL

F-1: Interview Script
Date: ______________________________
Introduction:
Thank you for agreeing to talk with me. I am a graduate student with Central
Washington University (or CWU). I am in the Masters Public Health program (MPH)
and am conducting a research study to obtain more information about how employees at
Community Health of Central Washington (CHCW) perceive racial and cultural
inclusiveness in healthcare. The information from this study will be used to design a
survey instrument for CHCW to measure racial and cultural inclusiveness in CHCW. I
cannot guarantee that all the information that you share with me will be included in the
survey instrument design, but your input is valuable to me.
During this interview, I will ask you a series of questions about racial and cultural
inclusiveness. For the purpose of this interview, we will use this definition of racial and
cultural inclusiveness:
Racial and cultural inclusiveness: An environment where all people feel socially,
emotionally, and physically safe and enabled to be themselves and to ask for what
they need without fear; culturally inclusive healthcare institutions support and
facilitate service providers to relate to all cultures (Malatzky, Shaburdin, Bourke,
2020).
You may ask me to clarify any question, and you may also opt-out of answering any
question you do not wish to discuss. I will record the interview to preserve the
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information that you provide, but your identity will remain confidential, and none of your
statements will be attributed back to you. The interview will take approximately 30-45
minutes, and we may end the interview anytime you wish.
Your privacy and the confidentiality of your participation is important to this research
and to CHCW. If you choose to participate in this research study, there will be a
designated computer in a private room at CHCW for the interview, and the interview will
be conducted during work hours with permission from CHCW. However, participation is
voluntary, and participating or not will have no effect on your employment.
The confidentiality of your participation is important, and to help ensure confidentiality
of data, a two-factor authenticity and dedicated resource employee for privacy of persons
will be used throughout the research process.
You have already signed a consent form, but I would also like to obtain your verbal
consent to proceed with this interview. You are a volunteer. If you begin this interview
and change your mind later, you may quit at any time without any penalty. There are no
right or wrong answers; we have some structured questions, but you can feel free to share
what you think is important today; some questions might be difficult to answer, and you
can feel free to share as much or as little as you feel comfortable – this is a time to hear in
your own words what matters to you in providing racially and culturally inclusive health
care.
If there are anything that we discuss during this interview that you respond to
emotionally, there is counseling for you through the Employee Assistance Program
(EAP) through your employer. This service can provide support and is available at no
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charge to you 24/7 through a confidential line. In order to access EAP, you can either call
800-777-4114 or connect with our HR generalist Yanet Barrera. Yanet’s contact email
is
We will not identify you in any way in our notes and reports unless you have given us
specific permission in your consent form. The possible risks involved in this study are a
potential loss of confidentiality or privacy. We will make every effort to prevent this loss
by keeping information in locked or password-protected electronic files. Do you have any
questions about the study or about this interview?
Interview Questions
Please tell me a little bit about yourself. How long have you been working here, and what
does your day look like when you come to work here at CHCW.
Please describe how CHCW actively builds a culture of inclusion and equity in regards to
race and culture.
1. Talk to me about a time when you have felt like you could most be yourself at work or
you felt like you could bring the most value to your work environment? (Either here or
another employment setting)
a. Probe: What do you think made this possible?
b. Probe: How do you think this affects patient care?
2. Alternatively, has there ever been a time when you did not feel physically or
emotionally safe at work or like your contributions were not valued? (Either here or
another employment setting)
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Note: An email address was redacted due to privacy concerns.

a. Probe: What do you think contributed to this negative environment?
b. Probe: How do you think this affects patient care?
3. Some of the things you just mentioned are part of my understanding of racial and
cultural inclusiveness in healthcare. I would like to hear in your own words, when I say,
“inclusiveness in a healthcare setting,” What comes to mind for you?
4. Now, let’s talk specifically about structural or institutional racism.
Structural/Institutional Racism is race-based unfair treatment built into policies, laws, and
practices.
How does CHCW support an authentic and early process for noticing, naming, and
addressing dynamics of structural or institutional racism within CHCW?
5. In your experience, how would you say that CHCW incorporates goals of health equity
and racial and cultural-appropriate healthcare?
a. Probe: It would be helpful to hear if there are any specific written policies or practices
related to health equity.
6. In your experience, how does CHCW communicate issues related to racial and cultural
inclusiveness or health equity?
a. Probe: Practices may include noticing barriers to participation, planning that
incorporates participation, public acknowledgment of “out loud” naming of inequities,
and encouragement to have conversations when difficult topics are surfaced.
7. How do you think the organization responds to issues around health equity, racism, or
social justice when they emerge?
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8. Is there anything else that you think we should know about how health care institutions
can better address racial and cultural inclusiveness?
I know these are challenging questions and might bring up some uncomfortable topics;
we want to thank you for participating in this study and sharing your valuable
perspectives. This information will help us develop tools and best practices for improving
the racial and cultural inclusiveness of health center settings like this one and improve
care delivery for all patient populations.
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APPENDIX G
SURVEY INSTRUMENT

G-1: Racial and Cultural Inclusiveness Survey
Please read the definitions below and choose the best response:
Cultural humility means: A humble and respectful attitude toward other cultures. The
ability to understand that your beliefs about other cultures are because of your own
preconceived ideas and to understand you do not know everything about other cultures.

1. Have you ever taken part in cultural humility training?
Yes (Please skip to question #3)
No (Please continue to question #2)
Unsure
Prefer not to answer
Other
2. Would you like to take part in cultural humility training?
Yes
No
Unsure
Prefer not to answer
Other
3. How well do you understand what it means to have cultural humility?
Extremely well
Very well
Moderately Well
Slightly Well
Not well at all
Unsure
Prefer not to answer
Other
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Health equity means: To make sure everyone has opportunities to reach their highest
level of health and live their healthiest life possible. Obstacles such as poverty,
discrimination, and their consequences are removed.
4. My workplace responds to health equity issues when they occur.
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
Race means: A social construct that groups people who share common ancestry
from a region of the world and often have physical characteristics such as skin
color, facial features, and hair texture in common
Racism means: The belief that some groups of people are better than others or
the unfair treatment of someone because of their race
5. My workplace responds to racism when it occurs.
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
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Other

6. I know how to report racist behavior at my workplace.
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
7. I know the process to report racist policies at my workplace
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
Structural racism means: Race-based unfair treatment built into policies, laws, and
practices
8. I know the process to identify structural racism at my workplace
Strongly agree
Agree
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Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
9. I know the process to address structural racism at my workplace
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
10. I know the policy to address structural racism at my workplace
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
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Prefer not to answer
Other
For each question below, please choose all responses that apply
11. Have you had any of the following experiences while working at your current
place of employment?
Please choose all that apply
Your accomplishments, contributions, skills, and/or successes were not
recognized because of your race.
Your authority in the workplace was dismissed or bypassed because of your race.
You were excluded from normal workplace conversation or activities because of
your race.
Racist literature, music, video, or multimedia, including through social media,
were shared or displayed in the workplace.
Racist remarks were said to you.
You witnessed racist remarks said to someone else.
Racist remarks were said to you about someone else.
Offensive comments about your race or culture were made in front of you.
You walked in on or overheard offensive comments about your race or culture.
Offensive comments about a race or culture other than your own were made in
front of you.
Offensive comments about a race or culture other than your own were made to
you.
You walked in on or overheard offensive comments about a race or culture other
than your own.
You experienced physical violence because of your race.
Your expertise or authority was defied because of your race.
You were intimidated because of your race.
You were bullied at work because of your race.
Unsure
Prefer not to answer
None
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Other
12. If you had any of the experiences listed above while working at your current place
of employment, who was/were the main person(s) involved?
Please choose all that apply
Manager or supervisor
Employee
Patient
Visitor
Contractor
Unsure
Prefer not to answer
Other
Not applicable
13. Have you reported anything listed in question 11 to your current employer?
Yes (Please skip to question #15)
No (Please continue to question #14)
Unsure (Please skip to question #16)
Prefer not to answer (Please skip to question #16)
Not applicable (Please skip to question #16)
Other
14. If you answered “No,” but witnessed or experienced an incident or behavior, what
stopped you from reporting the incident?
Please choose all that apply
You believed the behavior or incident was too minor to report
You believed the report would not be taken seriously
You did not know who to report the behavior or incident to
You were fearful of retaliation
You did not think anyone would believe you
Unsure
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Prefer not to answer
Other
15. If you answered yes, what was/were the response(s)?
Please choose all that apply
The complaint/grievance was taken seriously
The complaint/grievance was dealt with properly
Unsure of the response
The response was confidential
The complaint was investigated, but no action was taken
The complaint/grievance was ignored
The complaint/grievance was handled but not to my satisfaction
Prefer not to answer
Other
16. Has a patient ever requested you not provide services for them because of your
race or ethnicity?
Yes
No
Unsure
Prefer not to answer
Other
For each statement below, please choose the response that is closest to your view or
opinion.
17. I feel encouraged to use my skills, knowledge, and training at my workplace
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
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Strongly disagree
Unsure
Prefer not to answer
Other
18. I feel like I can be my true self at my workplace
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
19. I feel supported at my workplace
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
20. I feel valued at my workplace
Strongly agree
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Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
21. I feel included at my workplace
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
22. I feel physically safe at my workplace
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
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Unsure
Prefer not to answer
Other
23. I feel emotionally safe at my workplace
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
24. My workplace encourages communication about difficult topics that is welcoming
and safe
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
25. Services at my workplace are accessible to people from all racial and ethnic groups
Strongly agree
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Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
26. Services at my workplace are welcoming to people from all racial and ethnic
groups
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
27. The employees at my workplace reflect the racial and cultural diversity of the
population we serve
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
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Strongly disagree
Unsure
Prefer not to answer
Other
Please answer the following questions about working with interpreters and language
access
28. There is an interpreter available if a patient needs services in a language that is not
English
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree
Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
29. How often do you use interpreter services?
Multiple times a day
Daily
A few times a week
Weekly
A few times a month
Unsure
Prefer not to answer
Other
30. Who do you use most often for interpreter services?
Trained bilingual staff
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On-staff interpreters
Contract interpreters
Telephone interpreters
Unsure
Prefer not to answer
Other
31. What training/resources have you had regarding using interpreters?
Please choose all that apply
Formal in-person training
Formal online training/webinar
Interpreter or other person in my workplace explained the process to me
No training
Unsure
Prefer not to answer
Other
32. I am comfortable using interpreters
Yes
No
Unsure
Prefer not to answer
Other
33. If you are a bilingual individual, how often do you interpret for others at your
workplace? If you are not bilingual, please skip to question # 35
A great deal
A lot
A moderate amount
A little
None at all
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I am a staff interpreter (Please skip to question 35)
I am not bilingual
Unsure
Prefer not to answer
Other
34. If you are not a staff interpreter, please choose how often interpreting for others
affects your primary job role
Always
Most of the time
About half the time
Sometimes
Never
Unsure
Prefer not to answer
Other
Rarely
35. I have all the information I need about language access
Yes
No
Unsure
Prefer not to answer
Other
36. Culturally appropriate documents, websites, and other education material are
available for my patients in their primary language
Strongly agree
Agree
Somewhat agree
Neither agree nor disagree
Somewhat disagree

109

Disagree
Strongly disagree
Unsure
Prefer not to answer
Other
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Appendix H
Pretest Survey

H-I Pretest Survey Instrument Review Questions
Please answer the following questions about the survey instrument you are reviewing

1. Was the vocabulary used in the questions and statements clear?
Yes
Unsure
No
If you answered no, please list which vocabulary was not clear.

2. Was the vocabulary used in the questions and statements appropriate for a healthcare
setting?
Yes
Unsure
No
If you answered no, please list which vocabulary was not appropriate for a healthcare
setting.

3. Are there any questions and statements you feel may be too sensitive or that may affect
the response rate that we should consider deleting?
Yes
Unsure
No
If you answered yes, please list the questions statements you feel should be deleted.

4. Were the definitions provided clear?
Yes
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Unsure
No
If you answered no, please list which definitions are not clear.

5. Were the definitions provided helpful for understanding the questions and statements?
Yes
Unsure
No
If you answered no, please list which definitions were not helpful.

6. Were the choices given to answer the questions and statements clear?
Yes
Unsure
No
If you answered no, please list which choices were not clear.

7. Were there enough choices given to answer the questions and statements?
Yes
Unsure
No
If you answered no, please list which answers did not have enough choices.

8. Did the choices to answer the questions and statements apply to a healthcare setting?
Yes
Unsure
No
If you answered no, please list which choices to answer questions did not apply to a
healthcare setting.
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9. The survey length was:
Far too long
Slightly too long
Neither too long nor too short
Slightly too short
Far too short

10. Were there any questions you would add?
Yes
Unsure
No
If you answered yes, please list any questions you would add.

11. Is there anything that you would like to add to the survey you pretested?
Yes
Unsure
No
If you answered yes, please list what you would like to add to the survey you reviewed.

12. How long did it take you to complete the Racial and Cultural Inclusiveness survey?
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